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HE appearance of a considerable number 
of papers in recent months, both in Ameri- 
ca and other countries, on the subject of 
eclampsia emphasizes not only the widespread 
interest that is being manifested in this serious 
complication of pregnancy, but also the wide 
variations in the treatment carried out in different 
medical centers. A number of papers—by Wilson 
(p. 126), who reviews the cases of eclampsia cared 
for in the obstetrical clinic of the Johns Hopkins 
Hospital; by Lazard (p. 126), who describes the 
technique developed in the obstetrical depart- 
ment of the Los Angeles General Hospital; by 
Alton and Lincoln (p. 126) of Wooster, Massa- 
chusetts; by King (p. 128) of the Charity Hos- 
pital of New Orleans, by Speidel (p, 128) of 
Louisville, Kentucky; and by Stander (p. 128) 
who reports on the results of Stroganoff’s method 
~are abstracted in this month’s issue of the IN- 
TERNATIONAL ABSTRACT OF SURGERY. The use of 
magnesium sulphate to control the convulsions, 
the value of free venesection, and a constantly 
growing sentiment against immediate termination 
of the pregnancy are some of the outstanding 
points emphasized in the papers mentioned. We 
do not know that “exsanguination-transfusion” 
has been tried in the treatment of eclampsia, but 
the valuable results obtained from venesection 
alone suggest that the method so successfully 
used by the late L. B. Robertson of Toronto in the 
treatment of the severe toxemia of burns might 
well be considered in the treatment of eclampsia. 
De Lee’s extensive series of cases of low cesar- 
ean section (p. 132) and Miller’s discussion of the 
etiology of hemorrhage in pregnancy (p. 129) 
lend still further interest to the section upon ob- 
stetrics in the current issue of the ABSTRACT. 
Stewart’s interesting paper on his experiences 
in the roentgenological examination of the gall 
bladder according to the method suggested by 
Graham and his associates (p. 118) includes a 
summary of the conditions which may produce in- 
visibility of the gall bladder. Ottenberg and 
Abramson’s investigation of the safe limits of 
dosage of tetrachlorphenolphthalein and tetra- 
bromphenolphthalein (p. 114) is particularly 
timely in view of the widespread interest that is 
being shown in functional tests of the liver with 
the aid of the former and in X-ray visualization 
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of the bile passages and gall bladder with the 
bromine and iodine salts of phenolphthalein. 

Gardner’s able discussion of abdominal drain- 
age (p. 121) derives particular interest from its 
comprehensive review of the methods in use by 
eminent surgeons in different surgical centers, 
Loveland’s interesting report of a case of para- 
lytic ileus following an appendiceal abscess saved 
by high enterostomy and the constant slow injec- 
tion of sugar solution (p. 110) adds a dramatic 
touch to the section on abdominal surgery. Fin- 
sterer’s contention in favor of wide resection for 
gastric and duodenal ulcer (p. 108), though it is 
disputed by many, merits serious consideration 
in view of his extensive experience and successful 
results. 

Clerf’s results in photographing the larynx, 
very briefly mentioned on page 95, deserves spe- 
cial mention. It is difficult, without the author’s 
original illustrations, to indicate how successfully 
he has performed a very complicated feat. The 
value and importance of actual photographs of 
pathological conditions of the larynx, particularly 
from the standpoint of teaching, are self-apparent. 
Walton’s observations on malignant disease of the 
thyroid gland (p. 94), based on the discovery of 
thirteen cases in the course of 415 operations, and 
the discussion of Berry, Williamson, and Trotter 
on the diagnosis of malignant disease of the 
thyroid gland (p. 94) emphasize the importance 
of constantly being on the alert for cancerous 
changes, particularly in the adenomatous type of 
thyroid enlargement. 

In a symposium on malignant disease of the 
kidney (p. 134), Kretschmer, Cabot, and Hickey 
point out some of the difficulties in the diagnosis 
of malignancy of the kidney. Kretschmer states 
that in only one-third of his cases have a tumor, 
pain, and hematuria been present. Bock, Kretsch- 
mer, and Cabot emphasize the importance of 
early diagnosis as the most important factor in 
making successful surgical treatment possible. 
In the treatment of prostatic cancer the use of 
surgery combined with radium is advocated by 
Watson and Herger (p. 136) and of surgery com- 
bined with diathermy by Corbus (p. 136). Delay 
in the removal of a complicating adenomatous 
enlargement is advised by the advocates of both 
methods. 
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Tawse, H. B.: Diffuse Osteomyelitis of the Skull 
from Acute Frontal Sinus Suppuration. Proc. 
Roy. Soc. Med., Lond., 1925, xviii, Sect. Laryngol., 
18. 


The author reports a case in which the dura mater 
on the left side was exposed by osteomyelitis in- 
volving the entire frontal bone and a considerable 
portion of the parietal bone which was due to acute 
frontal sinus suppuration. The only rise in the 
temperature was noted soon after the onset of the 
disease. The condition was present at least four 
months before the final operation. Operation was 
followed by uninterrupted recovery. 

James C. BraAsweELt, M.D. 


Ivy, R. H.: Swelling of the Submaxillary Region. 
Ann. Surg., 1925, \xxxi, 605. 

Colp, R.: The Relation of the Submaxillary Sali- 
vary Gland to Infections of the Submaxillary 
Triangle of the Neck. Amn. Surg., 1925, |xxxi, 611. 


Ivy states that the submaxillary region just be- 
neath the lower border of the mandible is frequently 
the site of secondary manifestations of disease 
arising within the mouth. 

The three most common causes of acute inflam- 
matory swellings appearing beneath the border of 
the mandible are: (1) infection of the teeth, causing 
a periostitis and cellulitis; (2) infection of the tonsils, 
gums, and mouth, causing a submaxillary lymph- 
adenitis; (3) and obstruction of Wharton’s duct 
by calculus or inflammation, causing an acute in- 
flammatory enlargement of the submaxillary sali- 
vary gland. 

Acute inflammatory swellings in the submaxillary 
region following a dental abscess is a cellulitis due to 
direct extension from the periosteum of the man- 
dible. A dental abscess is first intra-alveolar, then 
intra-osseous, then subperiosteal, and finally extra- 
periosteal and associated with extensive surround- 
Ing cellulitis. One of the most important signs of 
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osteoperiostitis is trismus. Mandibular osteomye- 
litis is practically always dental in origin. 

Lymphadenitis in the submaxillary region is 
nearly always due to ulcerations of the soft oral 
tissues, the gums, and the floor of the mouth and 
tongue. These swellings are seldom associated with 
trismus. 

If drainage is required, the incision should be 
made at a point where the pus is approaching the 
skin, with care to avoid the facial artery; the offend- 
ing tooth should be removed as soon as possible in 
order to prevent a persistent sinus and the develop- 
ment of the trismus into an ankylosis. 

In cases of acute or subacute swellings in the sub- 
maxillary region in which the condition of the ton- 
sils, teeth, mouth, and gums, appears to be entirely 
normal, the possibility of an enlargement of the 
submaxillary salivary gland due to obstruction of 
Wharton’s duct by a calculus or inflammation must 
be kept in mind. Such a swelling is usually accom- 
panied by swelling under the tongue, difficulty in 
swallowing, and swelling of the duct outlet behind 
the incisor teeth. The calculus, if present, may be 
felt by intra-oral and extra-oral palpation or may 
be located by X-ray examination with intra-oral 
and extra-oral films. 

If a calculus is present in Wharton’s duct, it 
should be removed surgically. When it is located in 
the anterior two-thirds of the duct, this can be 
accomplished by an incision through the mucous 
membrane of the floor of the mouth under local 
anesthesia induced by mandibular nerve block. 
To guide the incision the duct should be probed. 
If there is much inflammatory reaction present, the 
incision should be left opened. 

If the calculus lies near the point where the duct 
is given off from the gland, removal by external 
incision is indicated. In long-standing cases in 
which the gland has undergone degenerative changes 
from chronic inflammation, it is advisable to remove 
the gland as well as the stone. In order to avoid 
some of the cervical branches of the facial nerve 
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the incision should be made well below the border 
of the jaw. 

Cotp reports that glandular abscesses of the 
submaxillary triangle of the neck are frequent be- 
cause these regional lymph nodes drain an extensive 
area which is continually exposed to infection. Ina 
large percentage of these cases the condition follows 
some dental trouble and requires only simple in- 
cision and drainage. The most serious cases are the 
acute diffused infectious phlegmons of the floor of 
the mouth, improperly called ‘“Ludwig’s angina”. 
These phlegmons are infections of the cellular tis- 
sues which have gained entrance through the buccal 
mucous membrane. The prognosis in such cases is 
usually grave, the mortality being about 4o per 
cent. 

The proper treatment of this serious life-threat- 
ening condition is prompt drainage, based upon a 
correct anatomical knowledge of the cellular tissues 
of the floor of the mouth and neck. The submaxillary 
area drains the nose, the upper and lower lips, and 
the cheeks, chin, and buccal cavity. Therefore the 
source of infection may be a primary focus at some 
distance from the submaxillary region. Most of 
these glandular abscesses are superficial to the 
submaxillary salivary gland, but the latter is fre- 
quently involved secondarily. It occupies not only 
the submaxillary space but also the sublingual and 
part of the retromandibular space. The infections 
which are superficial to the submaxillary salivary 
gland are not nearly so serious as those that develop 
deep to this gland. The differential diagnosis is 
easy as the superficial infections usually point ex- 
ternally and are seldom complicated by swelling of 
the floor of the mouth. Deep infections usually are 
accompanied by trismus and swelling, elevation, 
and fixation of the tongue. If the retromandibular 
space is involved, the face may be cyanotic and there 
may be dyspnoea and dysphagia. 

In the superficial infections a simple horizontal 
incision is made parallel with the border of the 
mandible and carried down through the superficial 
fascia to open all pus pockets. 

In the deeper infections, which resemble a diffuse 
cellulitis, frank pus is unusual. Such infections are 
best treated early by incision through the mouth or 
neck. The oral incision is used only if the infection 
is confined to the sublingual space. 

When a neck incision is used—and this is the in- 
cision of choice—it should be made parallel to the 
mandible and should divide not only the deep fascia 
of the neck but also the mylohyoid muscle at right 
angles to its fibers. When the submaxillary space is 
infected the incision must be extended posteriorly 
and the tense fascia surrounding the gland incised, 
or preferably, the submaxillary salivary gland re- 
moved. This treatment is not too radical as the 
gland easily blocks drainage of the sublingual, 
submaxillary, and retromandibular spaces. As the 


patient is very sick and toxic, the operation must 
be done under local anesthesia, and often the gland 
removal must be supplemented by tracheotomy. 


When the gland has been removed, drainage is free 
and pressure is relieved from the trachea and 
pharynx. Cyrit J. GLasPEL, M.D, 


EYE 


Duane, A.: Are the Current Theories of Accommo- 
dation Correct? Am. J. Ophth., 1925, 3 s, viii, 196. 


In explaining the various phases of accommoda- 
tion or its loss from the use of mydriatics in the 
young and old, Duane differentiates diopters and 
myodiopters. The former indicate the changes pro- 
duced in the lens by expansion; the latter, the con- 
tractility of the ciliary muscle. 

As the lens becomes sclerosed with age, the di- 
opter power decreases, and as the amount of myo- 
diopter power remains the same, a certain amount 
becomes latent. Children, however, often manifest 
10 diopters of accommodative power while adults 
show variations of 1 to 2 diopters. The child has 2 
or 3 myodiopters and the adult from 8 to 10 myo- 
diopters in reserve. 

When the ciliary muscle is paralyzed with homa- 
tropine the power of accommodation is reduced 
rapidly in patients over 30 years of age, and much 
more slowly in those who are younger. Duane does 
not believe that the older subjects lose so much of 
their power of accommodation in a short time under 
cycloplegia (assuming that old and young have the 
same myodiopter) but believes that they have less to 
lose. His tables seem to show that the latent ciliary 
energy does not increase rapidly with age. 

Vircit Wescott, M.D. 


Key, B. W.: The Practical Application of Protein 
Theraphy_ in Ophthalmology. Allantic M. J., 
1925, Xxviii, 358. 


The problem in protein therapy is the selection of 
a suitable standard protein, its proper dosage, and the 
proper time for its injection. The best form of foreign 
protein is antidiphtheria serum. Milk and other pro- 
teins are not stable, and their reactions are not 
known as well as those of antidiphtheria serum. The 
latter is easily obtainable and in concentrated form 
does not cause serum sickness. It is conveniently 
graded so that a known number of units can be 
given. 

The author injects the serum as soon as he has 
cauterized an active ulcer of the cornea, before the 
infection has become overwhelming. He prefers in- 
tramuscular injections, and at the earliest moment 
uses from 2,000 to 5,000 units. This dose can be 
repeated in forty-eight hours. 

Vircit Wescott, M.D. 


Thomson, E.: A Note on the Lateral Ocular Muscle 
Balance in School Children, with Special Refer- 
ence to Squint in Myopia. Brit. J.Ophth., 1925, ix, 
109. 

Thomson gives statistics showing that, in children 
with myopia, latent convergent squint is twice as 
frequent as latent divergent squint. He has tabu- 
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lated the findings in about 500 cases and shows the 
similarity between his findings and those of a pre- 
vious writer who reported 790 cases of manifest 
squint in myopic school children. 

Tuomas D. ALLEN, M.D. 


Davis, A. E.: Serum and Lens-Antigen Extract 
Treatment for the Prevention and Cure of 
Cataract. Arch. Ophth., 1925, liv, 172. 


Davis reports the further progress of his original 
thirteen patients with twenty-two cataracts treated 
by serum and lens-antigen extract, and adds to his 
series of cases that of fifty-nine patients with 109 
cataracts. 

He accepts Roemer’s theory as to the cause of 
cataract, and believes that the lens antigen stimu- 
lates the body cells to form specific antibodies which 
neutralize the toxins of faulty metabolism and thus 
prevent the formation of cataract. The same specific 
antibodies effect a cure by liquifying and absorbing 
the opaque disintegrated lens fibers. 

In 131 cataracts treated, the progress of the cata- 
ract was arrested with improvement of vision in 65 
per cent and without improvement of vision in 27 
per cent. In 6 per cent the cataract advanced and 
vision became poorer. Vircit Wescott, M.D. 


Walker, C. B.: Abrupt Monocular Blindness Re- 
sulting in Complete Optic Atrophy During 
Encephalitis with Double Papillitis: X-Ray Ex- 
amination of the Optic Canals. Arch. Ophth., 
1925, liv, 165. 

Walker reports a case of encephalitis with bi- 
lateral choked disc followed by monocular optic 
atrophy. The first symptoms were headache, nau- 
sea, and vomiting. The headache became more 
severe, and a tendency toward opisthotonus devel- 
oped. Papilloedema was present in both eyes but 
more marked in the left than the right. Vision in 
the right eye was normal but in the left was greatly 
reduced. 

At the end of two months the right eye was nor- 
mal but the left showed atrophy of the optic nerve. 
An X-ray examination of the optic canals was made 
by Macmillan’s method. The right canal was round 
and 5 mm. in diameter. The left was flat and meas- 
ured 4 by 5 mm. According to White, the possibility 
of permanent involvement of the optic nerve is in- 
creased when the optic canal measures less than 5 mm. 

This report adds one case more to a series proving 
that the prognosis may be based on an accurate 
X-ray examination of the canals. 

Vircit Wescott, M.D. 


Friedenwald, J. S.: Ophthalmoscopy with Yellow- 
Green Light. Am. J. Ophth., 1925, 3 s. viii, 177. 


Friedenwald prefers a yellow-green light for oph- 
thalmoscopy. With such a light the fundus appears 
gtass green, the macular more yellowish, and the 
blood vessels black. In many areas which in other 
light appear to be free from blood vessels capil- 
laries are seen clearly with the yellow-green light. 
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By injecting eyes with India ink the author dem- 
onstrated that the capillaries of the retina are in two 
separate groups. Vircit Wescott, M.D. 


Horrax, G.: The Significance of Papillaedema to 
ag Neurological Surgeon. Arch. Ophth., 1925, 
iv, 130. 

White, i. E.: Papilledema in Otolaryngology. 
Arch. Ophth., 1925, liv, 142. 

Bordley, J., Jr.: The Significance of Papilleedema 
to the Ophthalmologist. Arch. Ophth., 1925, liv, 
158. 

Horrax collected the records of 183 cases having 
lesions, other than brain tumor, abscess, gumma, 
and tuberculoma, which are known to produce 
papilloedema. Of this number, forty-four had 
conditions which he terms “tumor equivalents” 
and which required intracranial operation—chronic 
or subacute cisternal arachnoiditis, thirty-three 
cases; oxycephaly, eight cases; and pachymeningitis 
hemorrhagica interna, three cases. Of the 139 
remaining cases, only thirteen showed papilloedema. 
It is evident from a study of this group that papil- 
loedema is rare except in cases of brain tumor or its 
surgical equivalent. 

In a study of 100 cases of brain tumor with papil- 
loedema with regard to the etiology and the treat- 
ment, Horrax found that forty-eight had been 
treated in various ways (change of glasses, removal 
of teeth and tonsils, operations on sinuses etc.) 
before the true cause of the oedema was determined. 
The assumed etiology and treatment were incorrect 
in 48 per cent, and the delay caused by these errors 
resulted in damage to the optic nerves in every 
case. In twenty-seven cases the injury was severe. 

WHITE reviews a series of 176 cases of brain 
abscess, meningitis, and lateral sinus infections 
arising from the ear, nose, and throat. Fundus 
findings were mentioned in fifty-six cases of brain 
abscess from middle ear infection and two from 
nasal infections. Nineteen were cerebellar, thirty- 
seven temporal sphenoidal, and two frontal. In 
the cerebellar cases the fundi were normal in six and 
the disc edges blurred in two. In five there was 
slight papilloedema, and in four, marked cedema. 
Of the temporosphenoidal cases, fifteen showed 
normal fundi; four, blurred disc edges; five, slight 
papilloedema; and thirteen marked papilloedema. 
In the frontal cases the fundi were normal. 

Fundus changes were noted in sixty cases of 
meningitis from middle ear infection and three of 
meningitis from nasal infection. In the latter, the 
fundi were normal. Of the former, thirty-two 
showed normal fundi: sixteen, blurred disc margins; 
two, slight dilatation of the retinal veins; three, 
slight papilloedema; and seven, marked papillcede- 
ma. In thirty-eight of these sixty cases there was a 
record of lumbar puncture. In thirty-two, it was 
under pressure. Fundus changes were noted in 
sixty cases of infection in the lateral sinus, and 
thrombi were found in thirty-six. Of the latter, 
twenty had normal fundi; three, a slight engorge- 
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ment of the retinal veins; five, blurring of disc mar- 
gins; two, slight papillocedema; and six, marked 
papilledema. Of the twenty cases without throm- 
bus, eight had normal fundi; four, blurring of the 
disc margins; five, slight papilledema; and two, 
marked papilloedema. Of seventy-five cases of optic 
nerve involvement from disease of the accessory 
sinuses, only three showed papilloedema. 

BorDLEY states that papilloedetrna is a manifes- 
tation of an increase in intracranial pressure. He 
does not believe that the ophthalmologist is ever 
justified in failing to have the case more thoroughly 
studied even if the swelling is slight or the vision 
normal. Vision is an uncertain criterion of the state 
of the nerve. It may be good in the presence of con- 
siderable swelling or poor in the presence of only 
slight oedema. Changes in vision or the visual 
fields are inevitable if choked disc is allowed to run 
its course without treatment, and may end in 
permanent blindness. The ophthalmologist should 
seek advice outside his own field, no matter how 
little or much vision remains. 

Bordley believes that the vast majority of choked 
discs are due to brain tumor. He has noted that 
brain tumors may become manifest months or 
years after the discovery of papilloedema. He out- 
lines the five stages of choked disc as described by 
Gunn. In the first three stages, damage to sight is 
so slight that subtemporal decompression will pre- 
vent further deterioration. In the last two stages 
loss of vision is almost inevitable, but a decom- 
pression is indicated as it frequently prevents blind- 
ness. Even when drugs are indicated, as in syphilis, 
they should not be used beyond the danger point 
of choking. To the ophthalmologist, the saving of 
sight is the determining factor whatever the grounds 
upon which the neurologist and the surgeon base 
their advice. Vircuw. Westcott, M.D. 


Friedenwald, H.: Vascular Lesions of the Retina in 
Young Persons. Arch. Ophth., 1925, liv, 111. 


Friedenwald calls attention to the fact that the 
importance of vascular changes in the adult retina 
is well known, but that vascular changes in the 
young have not been studied as fully. He presents 
several cases of recurrent retinal and vitreous hemor- 
rhages which he has watched for years. He distin- 
guishes three main types: First, the perivasculitis 
which appears at an early stage and which disap- 
pears later; second, the changes in caliber and the 
development of varices, tufts of fine blood vessels 
protruding into the vitreous, which likewise tend to 
disappear, and third, great loops of large vessels 
which jut out into the vitreous and seem to be late 
and permanent changes. 

The final outcome of these cases is better than is 
generally realized. 

The author concludes that in the cases reported 
the vascular lesions were limited to the eye, since no 
evidence of other vascular disease was ever found. 
He believes that as the period during which the 
hemorrhages occurred was limited, the assumption 





is justified that the vascular lesion was not congen- 
ital, but was a temporary disorder due to unknown 
causes, and that only the consequences of these 
lesions are permanent. 

Friedenwald previously reported five cases of 
retinal disease with massive exudation (Coats’ dis- 
ease). This condition is characterized also by tor- 
tuosity and engorgement of the veins, aneurismal 
dilatations, sclerosis of the vessels, and perivascu- 
litis. In this article Friedenwald reports several 
cases demonstrating the association of acute circum- 
scribed exudative chorioretinitis and haemorrhage 
into the retina and vitreous. He concludes that 
vascular disease is the cause of retinal pathology; 
that, with equal frequency, retinal disease is the 
cause of vascular pathology; and that not all of 
these conditions can be attributed to tuberculosis. 

Vircit Wescott, M.D. 


EAR 


Macfarlan, D.: Vestibular Accommodation and a 
Description of the Quantitative Caloric Reac- 
tion of Brunings and Kobrak. Azn. Otol., Rhinol. 
& Laryngol., 1925, xxxiv, 160. 


Macfarlan classifies cases of labyrinth trouble into 
two groups: (1) the acute cases, in which there has 
not been sufficient time for the development of ac- 
commodation, and (2) the chronic cases, in which 
accommodation may be partial or complete. 

Up to the present time, Barany’s method of mass 
stimulation has been used universally for both cal- 
oric and turning tests. In Europe, the tendency 
today is to resort to methods using minimal stimuli 
to determine the threshhold of nystagmus. The 
author gives a translation of Kobrak’s description 
of the test. 

Brunings believes that the duration of the nystag- 
mus depends not so much upon the irritability of the 
end organ as upon central factors. 

Macfarlan states that the purpose of his article 
is to describe what appears to be a valuable test 
rather than to treat of causes. 

Twelve cases are reported in detail. 

James C. BRASWELL, M.D. 


Sturm, F. P.: Observations on Intralabyrinthine 
Pressure Balance, with Special Reference to the 
Significance of Signs of Labyrinth Deafness 
in Cases of Middle Ear Disease in Children. 
J. Laryngol. & Otol., 1925, xl, 178. 


In discussing the occurrence of more or less 
definite signs of labyrinthine deafness in cases of 
apparently uncomplicated middle ear disease, the 
author takes exception to five statements made in a 
discussion of the internal ear in Schafer’s Physiology 
and gives his reasons for maintaining that the con- 
trary is correct. 

The statements are that, in the absence of the 
fenestra rotunda, pressure on the base of the stapes 
would not produce any effect on the membranous 
structures; the fluid would be practically incom- 
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pressible; and the base of the stapes would be im- 
movable. Also that the round window makes pos- 
sible the inward movement of the base of the stapes 
and that this is accompanied by a corresponding 
outward movement of the round window. 

Sturm bases his denial of these statements on the 
safety-valve outlets for the labyrinthine fluids, viz., 
the aqueduct of the cochlea for the perilymph and 
the ductus endolymphaticus with its intracranial 
extension, the saccus endolymphaticus. 

He claims also that the saccus endolymphaticus 
has not been given the consideration it deserves. It 
is much larger and has a more definite function than 
is generally believed, acting as a reservoir for the 
endolymph and transmitting to the membranous 
labyrinth the minutest variations of intracranial 
pressure. 

In Sturm’s opinion, there is reason to believe 
that non-suppurative labyrinthine disease may 
begin in early childhood. M’Kenzie says, “The 
commonest individual cause of nerve deafness is 
middle ear disease.’ Patients who have adenoids in 
childhood may in later life develop a type of deaf- 
ness which is clinically indistinguishable from that 
due to otosclerosis. In adult life, changes set up in 
the tympanum and secondarily in the labyrinth per- 
sist and are progressive, notwithstanding the spon- 
taneous disappearance or the removal of the original 
cause. The only method of preventing deafness, 
tympanic, labyrinthine, and probably even nerve 
deafness, is adequate surgical treatment during 
school age. 

In the absence of gross infection, pathological 
changes in the labyrinth secondary to intratympanic 
disease are due to a communication between the 
tympanic and labyrinthine blood vessels effected 
by the direct anastomosis of perforating vessels. 
Any engorgement, overstimulation, or infection 
produces a concomitant engorgement of the laby- 
rinthine vessels. The aqueduct of the cochlea and 
the aqueduct of the vestibule vary in size in different 
persons, and each contains a small vessel in addition 
to the membranous ducts carrying the perilymph 
and endolymph. If the aqueducts are of capillary 
size, the engorgement of the contained vessels will 
be followed by the tuning fork signs of labyrinthine 
deafness. Manrorp R. Wattz, M.D. 


Blalock, A., and Crowe, S. J.: The Treatment of 
Chronic Middle Ear Suppuration. Arch. Olo- 
laryngol., 1925, i, 267. 

The authors studied a series of eighty-six of the 
most serious cases of chronic mastoiditis treated at 
the Johns Hopkins Hospital, Baltimore, during the 
last eleven years. A cholesteatoma was found in 
fifteen. In every instance a history of long-continued 
discharge was given; the average duration of the dis- 
charge was eleven years. 

Instead of a radical mastoid operation, conserva- 
tive treatment was given. The infection in the mas- 
toid cells was thoroughly removed and the passage 
from the antrum to the middle ear was enlarged as 
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much as possible by removal of the cells in the 
posterior part of the zygoma. Subsequently the 
middle ear cavity was irrigated with a surgical solu- 
tion of chlorinated soda, the fluid entering the mid- 
dle ear cavity by way of the antrum and coming out 
into the external auditory canal through the defect 
in the drum. 

If polypi and granulations protruded through the 
drum, an opening was made into the external audi- 
tory canal, external to this membrane, and the ob- 
structions to drainage were removed. 

There was definite improvement in hearing in 60 
per cent; very little change in 38 per cent; and 
deterioration in 2 per cent. 

The discharge completely stopped in 33 per cent, 
became very slight in amount and intermittent in 
45 per cent, and remained unchanged in amount or 
character in 22 per cent. 

There had been no intracranial complications in 
any of the cases. WitiaM B. Stark, M.D. 


Barnhill, J. F.: Some Points in the Operative Sur- 
gery of the Mastoid Which Assure the Quickest 


Possible Time in Healing. Ann. Otol., Rhinol. & . 


Laryngol., 1925, XXXiv, 203. 


Barnhill states that in operations on the mastoid 
the same care should be taken to prepare the opera- 
tive field and protect it from a non-sterile environ- 
ment as is taken in an operation on the brain or the 
abdomen. 

The exposure must be adequate for safe investiga- 
tion and removal of the diseased tissue. The mastoid 
antrum should be opened in every case, and all dis- 
eased and suspicious mastoid cells should be erad- 
icated. The osseous wound will heal more rapidly 
if it is left a little rough. In the majority of cases it 
is not necessary to remove the tip. The blood-clot 
dressing in mastoid operations promotes rapid heal- 
ing. In order to favor healing of the incision, Barn- 
hill closes the wound with sutures of catgut. 

James C. Braswett, M.D. 


MOUTH 


Draper, J. W., and Johnson, R. K.: Systemic Reac- 
tions to Oral Infection. Am. J. M. Sc., 1925, 
clxix, 429. 

In the study of oral infection the body should be 
studied as a whole. It is rare to find a patient suffer- 
ing from focal infection in whom the areas of infec- 
tion are not multiple. 

The organisms responsiblé for dental infections, 
particularly those of the so-called ‘rheumatic group,” 
show a consistent specificity in their behavior, and 
their localization is aided by the inherited suscepti- 
bility of the tissues. 

In patients harboring focal infection there are cer- 
tain well-defined changes in the proportion of lym- 
phocytes and polymorphonuclear neutrophiles. The 
authors made cell counts in a group of patients with 
focal infection and in a group without infection. The 
results indicated that the change in the blood picture 
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in the focal infection group is due to a change af- 
fecting chiefly the polymorphonuclear neutrophile 
cells, the percentage of these being 49 in the infected 
and 66 in the non-infected group. 

CHARLES W. FreeMAN, D.D.S. 


Blair, V. P.: The Surgical Restoration of the Lining 
of the Mouth. Surg., Gynec. & Obst., 1925, xl, 165. 


Blair reports that there are four general plans by 
which raw surfaces in or about the mouth may be 
epithelized in preparation for, or after, the release or 
removal of a scar. 

The oldest, least efficient, and least commonly 
applicable method is the establishment of a narrow 
epithelized tract within the normal tissue beyond the 
scar by means of a seton left in place until the epithe- 
lium grows in and lines the entire tract. The epi- 
thelium at the bottom of the cut will prevent the re- 
union of the two raw surfaces if they are not allowed 
to remain in contact during the healing, but it will 
not prevent their subsequent contraction. This plan 
has been used in the release of adhesions of the velum 
and of narrow cheek bands, but there is no area where 
‘it cannot be advantageously replaced by a properly 
applied inlay Thiersch graft. 

On account of the superabundance of the buccal 
mucosa, certain raw surfaces can be covered by the 
use of a pedicled or sliding flap taken from the im- 
mediate neighborhood. This method may be applied 
to the treatment of the raw surface resulting from 
the excision of a narrow band, the restoration of the 
border of the lip, the release of tongue-tie, and res- 
torations in the nasopharynx. 

In another method a pedicled skin flap is turned in 
from the outside through an artificial opening. After 
the flap has obtained a new blood supply, the pedicle 
is cut and returned to its original bed. 

The most simple, and probably the most appli- 
cable, plan of epithelizing freshly made raw surfaces 
within the mouth is the use of a Thiersch graft 
draped over a form that holds it in close contact with 
the bare area. The result is very good, even when the 
raw surfaces have been contaminated with saliva. 

MATTHEW N. FEpDeERSPIEL, M.D. 


PHARYNX 


Sonnenschein, R.: Further Experiences with Dilute 
Alcohol Nerve-Blocking Anzsthesia in Ton- 
sillectomy. IJilinois M. J., 1925, xlvii, 208. 


The author favors local anesthesia for tonsillec- 
tomies. Its advantages over general anesthesia 
are that it is very much less liable to cause nausea 
than general anesthesia, it avoids aspiration 
pneumonia, it considerably shortens the time of 
operation, it is followed by less immediate discom- 
fort, and it does not produce the general ill effects 
of ether or chloroform. Sonnenschein does not give 
pre-operative sedatives. 

Yankauer’s method of blocking the posterior 
palatine nerves 1 cm. above and 1 cm. behind the 
last molar tooth is described. 


The glossopharyngeal branches are blocked by 
an injection external to the anterior pillar at the 
juncture of the upper and middle thirds of the tonsil. 

The author never employs cocaine for injections 
and recently has given up its use for preliminary 
swabbing. His technique for the induction of local 
anesthesia is as follows: 

From % to 1 c.cm. of a solution made by adding 
6 drops of 1:1,0co adrenalin-chloride solution to 
15 c.cm. of a % per cent novocain solution is in- 
jected in the region of each posterior palatine nerve 
internal to the last upper molar tooth. To the 
remainder of the anesthetic solution sufficient 95 
per cent alcohol is then added to give a concentra- 
tion of from 25 to 33 per cent, and from 4 to 6 c.cm. 
are injected external to each tonsil into the areolar 
tissue at the level of the juncture of the upper and 
middle thirds of the tonsils. A smaller amount, 
about % c.cm., is injected on the level with the 
lower third of the tonsils, but entirely external to it. 
The dissection is begun after four or five minutes. 

The anesthesia obtained is excellent. The advan- 
tages of the addition of the alcohol to the anesthetic 
are summarized as follows: 

1. There is practically no toxic effect produced 
by the anesthetic. This may be due to the fact 
that less anesthetic solution is used than otherwise 
would be the case. 

2. There is practically no syncope. 

3. The postoperative bleeding seems to be con- 
siderably less. 

4. During the first twenty-four to seventy-two 
hours most of the patients seem to have less dis- 
comfort than is usually the case. 

The disadvantages are that there is more pain at 
the time of the injection when alcohol is present in 
the anesthetic solution and if any of the alcoholic 
solution is used in the region of the posterior pala- 
tine nerve the mobility of the soft palate may be 
impaired. However, the pain caused by the injec- 
tion quickly subsides and the impairment of mo- 
bility disappears after three or four weeks. It was 
because of the impairment of mobility of the soft 
palate that the author discontinued the use of 
alcohol in the injection to block the posterior pala- 
tine nerve as was done in his earlier cases. 

Tuomas C. Gattoway, M.D. 


NECK 


Pool, E. H., Foster, N. B., Pardee, H. E. B., and 
McGowan, F. J.: Exophthalmic Goiter: The 
Diagnosis of Thyrotoxicosis; The Heart with 
Thyroid Disease; Ante-Operative Therapy. 
Surg. Clin. N. Am., 1925, v, 1. 

Poot presents a typical case of exophthalmic.goi- 
ter with the classical syndrome. The patient had 
had a bilateral ligation of the superior thyroid ves- 
sels, and previous to this had been given 15 m. of 
Lugol’s solution three times a day for nine days. 
Preparatory to subtotal thyroidectomy he was given 
7 m. of Lugol’s solution three times a day for two 
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weeks. Pool states that since he has been adminis- 
tering Lugol’s solution he has seldom performed a 
preliminary ligation. 

Excluding inflammation and malignant growths, 
Pool distinguishes five types of goiter, viz.: colloid 
goiter, puberty hypertrophy, puberty hyperplasia, 
exophthalmic goiter, and adenomata, which may or 
may not be toxic. 

Puberty hyperplasia is differentiated from puberty 
hypertrophy by the facts that it is not frequent and 
its symptoms are similar to those of slight exoph- 
thalmic goiter. These cases should not be given 
iodine and should not be operated upon. 

The treatment of exophthalmic goiter should con- 
sist in rest, a high-calorie diet (until the patient gains 
in weight), the removal of septic foci, the adminis- 
tration of from 7 to 15 m. of Lugol’s solution for 
from seven to ten days previous to operation, and 
then resection of both lobes and isthmus, only enough 
of the posterior part of each lobe being left to pre- 
serve the recurrent laryngeal nerves and parathyroid 
glands. 

FosTER, in discussing the diagnosis of thyrotoxi- 
cosis, emphasizes the importance of differentiating 
this condition from neurocirculatory asthenia. Tre- 
mor and tachycardia are present in both, but in neuro- 
sis the latter subsides during sleep. The importance 
of differentiating colloid goiter complicating auto- 
nomic imbalance from thyrotoxicosis lies in the fact 
that operations on the thyroid shatter the delicate 
adjustments of neurotic persons. 

Thyrotoxicosis with a metabolic rate 70 per cent 
above normal is associated with grave surgical risk. 
Operation should therefore be delayed until rest and 
iodine have been tried. When the metabolic rate is 
60 per cent or below, there is no special hazard if 
there is no complicating cardiac or renal disease. 

PARDEE discusses the heart in thyroid disease. He 
states that the primary effect of the increase in the 
metabolic rate is tachycardia. The apex beat is 
sharp and violent, and the first sound is loud. A faint 
blowing systolic murmur may be noted at the apex. 
These changes are evidence only of overactivity. 

The most striking and serious effect of toxic goiter 
is the development of auricular fibrillation or flutter. 
Persistent auricular fibrillation is the most common 
cause of heart failure in the course of thyroid disease. 
In many cases digitalis is not beneficial, but it should 
always be tried. After the cardiac failure has been 
improved as much as possible, an attempt should be 
made to abolish the fibrillation with quinidine. 

With regard to the prevention of goiter heart, 
Pardee states that the goiter should be removed if 
the metabolism is increased or if the heart rate tends 
to approach go or more per minute. The tachycardia 
is evidence that the heart is being affected by the 
goiter and the end-result will be organic changes in 
the heart. 

McGowan describes the ante-operative proce- 
dures used on Pool’s service. The patient is kept un- 
der observation for several days prior to operation. 
During this time he is studied with regard to inter- 
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current infections, personal idiosyncrasies, constitu- 
tional diseases, and lesions contra-indicating sur- 
gery. The history is taken, a complete physical 
examination, urinalysis, and blood count are made, 
the blood pressure is determined, and a Wassermann 
test is carried out. When indicated, metabolism de- 
terminations, tests of renal functions, and X-ray 
examinations are made. If it is believed that the 
general condition can be improved, measures to this 
end are instituted. 

The article describes also the treatment given 
with regard to the gastro-intestinal tract, the car- 
diovascular, respiratory, genito-urinary, and ner- 
vous systems, the skin, and such complications as 
shock, pneumonia, and hemorrhage. 

ARTHUR L. SHREFFLER, M.D. 


Sturgis, C. C.: Cases of Exophthalmic Goiter II- 
lustrating the Spontaneous Course of the 
Disease and the Effect of Various Types of 
Treatment. Med. Clin. N. Am., 1925, viii, 1465. 


Sturgis reports four cases of exophthalmic goiter. 
The most important facts emphasized by these 
records may be summarized as follows: 

1. A patient may recover from the disease with- 
out any treatment other than the avoidance of heavy 
work. This recovery may be permanent. In one 
case it has persisted for five years. 

2. Although temporary recovery may occur in 
untreated patients, there is a marked tendency for 
the disease to recur. Each recurrence is likely to 
result in additional cardiac injury which may lead 
to death. 

3. In a small group of these cases roentgen-ray 
treatment produces results which equal those of 
surgery. In many cases, however, it apparently has 
no effect. 

4. Following partial thyroidectomy, all of the 
symptoms may re-appear after as long as eight 
years of perfect health. 

5. The administration of iodine is a valuable pre- 
operative measure as it is followed by a transient 
drop in the basal metabolism. 

The ideal treatment of exophthalmic goiter, that 
is, the removal of the primary cause, has not been 
discovered as the changes responsible for the hyper- 
function or alteration in function of the thyroid 
gland are still unknown. Subtotal thyroidectomy 
appears to offer the best chance of cure, although 
even when it is done by the most expert surgeons a 
second, and occasionally even a third, resection of 
the gland is necessary for the relief of the symptoms. 

In cases treated by surgeons who have perfected 
their technique of thyroid surgery to a high degree, 
the operative mortality is low. Therefore the opera- 
tive mortality cannot be used as an argument in 
advising the patient to follow some other form of 
treatment. 

The tendency of certain patients with this disease 
to recover without treatment does not indicate that 
treatment should be withheld. While a remission 
may intervene, the condition is characterized by a 
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series of wave-like re-appearances which may be 
responsible for death in a thyroid crisis or the pro- 
duction of chronic cardiac disease leading to a life 
of invalidism. 

The use of the roentgen ray has given a low per- 
centage of apparent cures. While it is of value if 
the patient cannot be persuaded to undergo opera- 
tion, it should be discarded after a short trial if the 
improvement is not striking, as experience has 
shown that additional treatment under these cir- 
cumstances will be of little benefit. 

Iodine in the form of Lugol’s solution is of great 
assistance, as in doses of 5 gtt. three times a day it 
usually causes a prompt drop in the basal metab- 
olism, and it is during this remission, which is 
relatively brief, that surgery can be performed with 
the greatest margin of safety. 

STANLEY J. SEEGER, M.D. 


Walton, A. J.: The Diagnosis of Malignant Disease 
of the Thyroid. Lancet, 1925, ccviii, 650. 


The author reports thirteen cases in which malig- 
nant disease of the thyroid was found in 415 opera- 
tions for goiter, making the frequency in the opera- 
tive series 3.2 per cent. If he had included a large 
number of cases of colloid goiter and small localized 
adenomata, the frequency would be 1.6 per cent. 
It is with regard to this question of frequency that 
the figures reported in the literature show great 
variation. Balfour found carcinoma in 103 of 
6,359 cases of goiter, a percentage of 1.6, whereas 
Speese and Brown found the frequency of the condi- 
tion as high as 4.6 percent. Speese and Brown believe 
that the difference may be accounted for by the 
fact that their cases came from a non-goitrous 
region, whereas Balfour’s cases came from a region 
in which goiter is endemic. Wilson found the in- 
cidence of malignant disease as high as one in fifteen. 

In the author’s experience, the microscopic and 
macroscopic morphological characteristics of the neo- 
plasm have been of little or no help in indicating the 
degree of its malignancy. The various pathological 
types which have been described do not give rise to 
constant clinical pictures. The difficulties are in- 
creased by the fact that many lesions of the thyroid 
which ultimately pursue a clinical course that is 
clearly benign show a microscopic picture which may 
be regarded as malignant. The close similarity to 
carcinoma shown by microscopic sections of some 
cases of exophthalmic goiter is well known. 

Three distinct clinical varieties of malignant goiter 
can be recognized: (1) Those occurring secondary 
to adenoma or a colloid enlargement; (2) those 
apparently carcinomatous from the onset; (3) those 
showing a slowly growing primary lesion with large 
secondary deposits. 

In five of the author’s cases the condition was 
secondary to thyroid enlargement. Walton regards 
the onset of hyperthyroidism in an adenoma as 
strong evidence of the onset of carcinoma, and advo- 
cates early operation in any such case. Rapid in- 
crease in size is often due to conditions other than 








malignancy. Irregularity and a firm consistency of 
the mass are important features of malignant 
growths. An early and suggestive symptom is the 
presence of pain radiating from the lobe of the 
thyroid up the corresponding side of the neck to the 
back of the head. It is important to remember that 
a simple adenoma is freely movable both upon the 
trachea and the surrounding tissues. When it 
becomes carcinomatous it usually becomes fixed to 
the trachea, but it may be definitely malignant 
when it is freely movable on the surrounding tissues. 

Seven of the author’s cases were apparently car- 
cinomatous from the onset. In cases of this type the 
history is usually short, there isa diffuse enlarge- 
ment of one or more lobes of the gland, and the 
enlargement is hard, irregular, and fixed to the 
trachea. Pain is common. ‘There is no one sign 
which is certain evidence of carcinoma. 

One of the author’s cases showed a slowly growing 
primary lesion with large secondary deposits. In 
this curious variety of carcinoma of the thyroid the 
primary lesion grows so slowly or is so small that it 
is frequently overlooked entirely even upon careful 
examination. Scattered throughout the literature 
are accounts of cases in which metastatic deposits 
have occurred. As a rule these are formed in the 
long bones. The patient is subjected to an opera- 
tion, very often an amputation, in the belief that 
the condition is a primary sarcoma of bone, and 
after operation a microscopic examination shows 
that it is apparently carcinoma of the thyroid gland. 

A fact of interest with regard to this group is that 
the secondary deposits are most common in the 
parietes, whereas in the other types, when they are 
advanced, the secondary deposits are usually formed 
in the viscera, especially the lungs. Another point 
of importance is that the primary growth is rela- 
tively benign and grows slowly. 

De Quervain has stated that the mildest form of 
carcinoma of the thyroid is presented by a condi- 
tion which looks innocent but is associated with 
secondary deposits. In many of these cases the 
rate of progress is so slow and the metastases are so 
limited in number—frequently only one such de- 
posit is found in a bone—that it is not uncommonly 
possible to remove a secondary deposit and then to 
operate upon the condition in the thyroid with a 
very good chance of obtaining a radical cure. How- 
ever, in a certain number of these cases, even when 
a metastatic deposit has been removed and the 
diagnosis of its origin has been made certain by 
microscopic examination, it is impossible to operate 
upon the thyroid because the primary lesion is so 
small that it cannot be discovered. 

STANLEY J. SEEGER, M.D. 


Berry, J., Williamson, S., Trotter, W., and Others: 
Discussion on the Diagnosis of Malignant 
Disease of the Thyroid Gland. Proc. Roy. Soc. 
Med., Lond., 1925, xviii, Sect. Surg., 25. 


The authors state that the diagnosis of malignant 
disease of the thyroid gland is difficult because of 
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the rarity of the condition and because most malig- 
nant thyroid tumors for a long time produce no 
symptoms beyond the discomfort of a growing lump. 
Pain, dysphagia, dysphonia, and fixity of the tumor 
are usually late signs. 

A recently noticed small hard lump in the thyroid 
of a middle-aged or elderly person should always 
raise the suspicion of malignancy, even if no other 
sign or symptom is present. It must be remembered, 
however, that the great majority of small hard 
tumors in the thyroid are not malignant; they are 
usually old fibrous or masses or cysts that have be- 
come calcified. 

Small tensely filled cysts, especially those situated 
deep in the thyroid, are very apt to suggest malig- 
nancy. Such cysts are very common, but almost 
always can be distinguished from malignant tumors 
without difficulty by their feel. They are often 
globular and smooth. They lack the peculiar dense, 
wooden feel of a malignant new growth. It is not 
uncommon to find another similar but smaller lump 
in some other part of the gland. 

Hemorrhage into thyroid tumors must also be 
considered in the differential diagnosis. The authors 
have never seen any considerable spontaneous 
hemorrhage in a malignant thyroid tumor. In 
cases of hemorrhage the bleeding begins suddenly, 
the gland becomes large, hard, and often very 
painful, and there may be present severe pressure 
symptoms. 

Emphasis is placed upon the importance of dis- 
tinguishing between carcinoma of the cervical 
esophagus and malignant disease of the thyroid. 
This is important especially because obstruction is 
usually a very late symptom in carcinoma of the 
cervical oesophagus. If there is the least doubt, 
operation should not be undertaken unless roent- 
genographic and cesophagoscopic examinations have 
been made. 

The important difficulties in the diagnosis are 
therefore met in the early stages when there is still 
some hope of bringing about a cure by surgical 
interference. There is no one sign which is certain 
evidence of carcinoma. The short history, the 
steady growth and the hardness of the tumor, espe- 
cially a nodular hardness which distinguishes this 
condition from a calcified adenoma, and a certain 
amount of fixation to the trachea will make a posi- 
tive diagnosis almost certain. 

Artuur L. SHREFFLER, M.D. 


Clerf, L. H.: Photography of the Larynx. Ann. Otol., 
Rhinol. & Laryngol., 1925, xXxxiv, 101. 


Few laryngologists have manifested an interest in 
photography of the larynx. Czermak was the first 
worker in this field. In 1919, Garel of Lyons devised 
an apparatus to obtain stereoscopic images of the 
ay The author describes this apparatus in 
detail. 

Photography of the larynx requires a knowledge 
of photography and the larynx. 

James C. BrASwELL, M.D. 
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Tucker, G.: Laryngostomy for Laryngeal Stenosis. 
Arch, Otolaryngol., 1925, i, 157. 

In chronic stenosis of the larynx laryngostomy is 
indicated when other methods of treatment, especial- 
ly dilatation by intubation and bouginage, fail to 
effect a cure. Its ultimate success depends not only 
upon a proper technique and procedure at the pri- 
mary operation, but to an even greater extent on the 
after-treatment, which usually should be continued 
over a period of from three months to a year. Daily 
dressing and proper adjustment of the dilating ap- 
paratus are necessary as complications which may 
render the operation worse than futile may occur at 
any time prior to complete epithelization and dilata- 
tion. The technique is that of Jackson. Killian’s 
postoperative dilatation with a soft rubber dilating 
apparatus is recommended. 

Tucker reports in detail three cases and discusses 
the points of interest in each. He reaches the follow- 
ing conclusions: 

1. Cases 1 and 2 illustrate the fact strongly em- 
phasized by Jackson that high tracheotomy is the 
most frequent cause of laryngeal stenosis, and that in 
patients who have worn the tracheotomy cannula 
through the larynx, laryngeal stenosis always results. 

2. The danger of perichondritis and its resultant 
stenosis should always be borne in mind when radium 
is applied to the larynx. 

3. Focal infections in the tonsils or teeth or the 
upper respiratory tract should be removed before 
laryngostomy is done or as soon as its presence can 
be determined. 

4. The use of a smooth, pure-rubber cover (finger 
cot or cigarette drain cover) over the dilating unit 
lessens irritation and promotes rapid epithelization. 
By the addition of extra covers, the size of the dilat- 
ing unit may be increased uniformly and gradually, 
adjustment greatly facilitated, and dilatation effect- 
ed much more rapidly than by the most carefully 
fitted rubber tube dilator. 

5. The use of the closed tube will control excessive 
cough due to the aspiration of secretions. 

James C. Braswett, M.D. 


Salinger, S.: Radium Emanation in Carcinoma of 
the Larynx. Arch. Ololaryngol., 1925, i, 286. 


Salinger briefly reviews the various methods of 
applying radium in the larynx and then discusses 
the use of radium emanation as advocated by 
Freer. The ingenious instrument employed to intro- 
duce and maintain the emanation within the larynx 
contained from 100 to 1,000 mc. In the beginning, 
three or four applications, amounting, in all, to from 
400 to 700 mc.-hrs., were given a few days apart. 

Freer reported fourteen clinical recoveries in 
thirty-two cases, but within a few months recur- 
rences appeared, and on the second application of 
the treatment fewer of the cases responded. 

Of the forty patients whose cases are reported 
by Salinger, twenty-two (54 per cent) were clinically 
free from the condition for an average of eight and 
one-half months. One powerful exposure was tried, 
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but a secondary reaction coming on from one to 
two months later resulted in the breaking down 
of healthy tissue to such an extent that the patient 
did not recover. Fatal cases are cited in which the 
cartilages underwent deep extensive necrosis with 
sequestration. Histological examination did not 
reveal carcinoma. 

The use of small doses of radium emanation is 
almost certain to be followed by recurrence whereas 
large doses may cause severe local and constitu- 
tional reactions from which the patient cannot 
recover. The implantation into the larynx of seeds 
of from 0.5 to 1.0 mc. gives promise, but experience 
in this form of treatment is limited. In other struc- 
tures about the mouth the results are encouraging. 

The disadvantages of implantation are that the 
operation must be done by the direct route, there is 


danger of inciting growth through trauma, and there 
is danger of causing an infective process in the lungs 
as the result of sloughing. The advantages are that 
generally one implantation is sufficient, there is 
relatively less danger to the cartilages, and the 
healthy side of the larynx is protected. The advan- 
tages of the Freer method are that the application 
is made without trauma, the dosage can be accu- 
rately controlled, a filter can be used when there is 
sufficient room, and irradiation of the subglottic 
region is possible. 

Laryngeal cancer, left alone, is always fatal. In 
intrinsic cancer of the larynx laryngectomy is 
curative. 

The treatment and end-results in the author’s 
forty cases of laryngeal cancer are summarized in 
tabular form. A. James Larkin, M.D. 

















BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


‘ Van der Hoeve, J.: Roentgenography of the Optic 


Foramen in Tumors and Diseases of the Optic 
Nerve. Am. J.Ophth., 1925, 3s. viii, 101. 


In this article Van der Hoeve points out the im- 
portance of determining the size of the optic foramen 
by means of roentgenograms in cases of optic nerve 
tumors. He states that operations on the optic canal 
should be performed by the surgeon rather than the 
ophthalmologist. 

In a case of tower skull in which the author made 
an X-ray examination the optic foramen was of 
normal size and form. In tower skull with choked 
disc and a normal optic foramen, trephination is ad- 
visable. If the foramen is abnormal, operation on 
the canal must be considered. 

Van der Hoeve reports two cases. One was a case 
of neurofibromatosis of the optic nerve in which both 
optic foramina were considerably enlarged and the 
visual fields were markedly contracted. At opera- 
tion, the optic nerve was found to be three times its 
normal size, but no circumscribed tumor was dis- 
covered. The roof of the optic canal was removed. 
The result of the operation was very good at first, 
the visual fields and vision increasing considerably 
for a time, but after three or four months the visual 
power began gradually to diminish again. 

In the author’s opinion, tumors of the optic nerve 
are much more frequent in Recklinghausen’s disease 
than is generally believed. 

In Van der Hoeve’s second case, a case with 
exophthalmos, restriction of movements of the eye, 
a palpable hard tumor above and below the eyeball, 
and a normal optic foramen, operation revealed a 
tumor of the optic nerve extending from the eyeball 
to the optic foramen which it was impossible to dis- 
sect from the nerve. The optic nerve was cut at the 
eyeball and the optic foramen and was removed with 
the tumor. On microscopic examination the tumor 
was found to be an endothelioma. Six years later the 
patient showed no signs of recurrence. 

_ Roentgenograms of the optic foramen reveal the 
size and form of the optic foramen, and the presence 
of fractures, fissures, callus conditions, and tumors in 
that region. 

A thorough knowledge of the normal optic foramen 
based on a study of the skulls of skeletons and roent- 
genograms is essential. The study of roentgeno- 
grams must never be left to the roentgenologist alone. 
Judgment of the condition of the optic foramen 
must be confirmed by several roentgenograms.. 

A too-large foramen in a case of suspected tumor 
of the optic nerve makes it highly probable that the 
hew growth involves the optic canal. On the other 
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hand, a normal appearance of the optic foramen 
does not prove that a tumor of the optic nerve has 
not involved the optic canal or that there is no intra- 
orbital or intracranial tumor; optic nerve tumors may 
be present in both parts and may be connected 
through the optic canal by filaments or layers so thin 
that they do not enlarge the canal. A too-small or 
too-large deformed foramen is favorable to optic 
nerve disease. In cases with a too-small foramen, 
operation is indicated only if there is good reason to 
fear total blindness. 

White concludes after much study that when the 
canal is 4 mm. or less in a case of severe optic nerve 
involvement, immediate ventilation of the posterior 
sinuses is necessary to prevent permanent atroph 
unless some other definite focus can be found. A 4%- 
mm. canal gives greater leeway for investigation. A 
5-mm. canal will probably recover from almost any 
acute attack, either spontaneously or under local 
treatment. 

These conclusions are of only relative value be- 
cause of physiological variations. The author agrees 
with White that a narrow canal must be a handicap 
in a case of optic nerve swelling, but he believes that 
as long as the size of the foramen remains within 
the physiological limits the treatment should depend 
upon the severity of the involvement and its con- 
sequences. L. L. McCoy, M.D. 


Wilson, G., and Winkelman, N. W.: Concerning the 
Sudden Onset of Symptoms in Brain Tumors. 
Allantic M. J., 1925, xxviii, 285. 


The authors report seven cases of brain tumor in 
which the onset of symptoms was acute. In every 
instance the tumor proved to be a glioma, a type of 
growth which is infiltrating and in the beginning 
does not completely destroy the tissue it invades. 
In five of the cases the symptoms were precipitated 
by a hemorrhage within or around the tumor, and in 
some of them by trauma or alcoholic excesses. 

In a patient with a latent brain tumor it takes 
little to break up the balance between the normal and 
abnormal within the cranial cavity. The authors’ 
cases show also that when once the symptoms are 
precipitated, the course of the condition becomes 
brief and stormy and the fatal outcome is not far 
distant. 

The neoplasms being for the most part glio- 
mata, operation has but a palliative effect and the 
patient succumbs to the rapidly increasing intra- 
cranial pressure. 

The diagnosis is extremely difficult. While it is 
correct to think of more common conditions such as 
vascular lesions in acute cerebral insults, the possi- 
bility of a tumor must always be considered. 
STANLEY J. SEEGER, M.D. 
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Ruskin, S. L.: Contributions to the Study of the 
Sphenopalatine Ganglion. Laryngoscope, 1925, 
XxxVv, 87. 

The sphenc palatine ganglion is the second largest 
nerve center in the head. The author describes the 
anatomy of this ganglion and its efferent and afferent 
nerves. He regards disturbance of the sphenopala- 
tine ganglion, not asanentity, but asa combination of 
four factors, viz., a trigeminal maxillary syndrome, a 
sensory facial syndrome, a sympathetic syndrome, 
and a local sphenopalatine ganglion syndrome com- 
ing from the cells located in the ganglion proper. 
Usually a combination of these syndromes occurs. 

Cocainization of the ganglion or its injection will 
alleviate these syndromes and, especially when com- 
bined with injection of the superior maxillary nerve, 
will produce anaesthesia adequate for many of the 
operations performed on the nose and throat. The 
ganglion can be reached through three routes: later- 
ally, by way of the sphenomaxillary fossa; medially, 
through the lateral wall of the nose by way of the 
sphenopalatine foramen; and from below by way of 
the sphenopalatine canal. The last route mentioned 
is the only one with a constant relationship. 

For the injection the author uses a 22-gauge 
platinum needle 45 mm. long which is mounted on 
a syringe at an angle of about 45 degrees. When the 
patient is recumbent, the posterior palatine canal is 
in a plane 45 degrees to the horizontal. The poste- 
rior palatine foramen is usually round and lies op- 
posite the second molar tooth or about 5 mm. an- 
terior to the edge of the hard palate and .75 cm. 
medial to the second molar tooth. A dimple over 
the foramen may be a guide to it. 

When the needle is pushed through the canal from 
3.5 to 4.cm., the point is in the ganglion. When it is 
advanced 5 cm. deeper the maxillary nerve can be 
injected. Five centimeters of 1 per cent novocain 
with adrenalin are injected. Leverage on the needle 
must be avoided, and at least 5 mm. of the needle 
should remain outside of the palate in order to avoid 
any difficulty in the extraction of the needle if it 
should break. Manrorp R. Wattz, M.D. 


Grant, F. C.: Trigeminal Neuralgia. Med. J. & 
Rec., 1925, xxi, 206. 

The author states that the only effective treat- 
ment for trigeminal neuralgia is the injection of 
alcohol into the division of the nerve involved or 
severance of the sensory root behind the gasserian 
ganglion. Since Spiller suggested that section of the 
sensory root behind the ganglion was the operative 
procedure of choice, two refinements in technique 
have been suggested by Frazier. The first of these is 
the preservation of the motor root of the trigeminus 
to prevent atrophy of the temporal muscle which 
may produce a poor cosmetic effect. Frazier’s 


second suggestion was that, in view of the incidence 
of corneal complication in cases in which the pain was 
referred to the second and third divisions only, the 
inner and upper fasciculus of the sensory root be left 
intact as this sends fibers to the first division which 
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nourishes the cornea. While it is not always possible 
to carry out these two steps, an attempt should al- 
ways be made to do so. 

Of fifty-one cases in which Grant gave seventy- 
seven injections a successful result was obtained in 
75 per cent. The average period of relief following 
the first injection was fourteen months. Three 
patients have been free from pain for more than two 
years. 

Twenty-six patients requested permanent relief 
through operative procedures. ‘Twenty-four were 
rendered completely free from pain. Two still com- 
plain of pain but the anesthesia over the trigeminal 
area is complete. Operation in these cases was a mis- 
take as the condition was not a true tic douloureux. 
One of the patients had been apparently relieved by 
alcohol injection of the second division before opera- 
tion. Great care is necessary in deciding upon 
radical treatment. Any atypical feature should be 
investigated. Even after experience with these bor- 
derline cases the pleading of the patient for relief 
may lead to unwise surgical decisions. 

In the series of cases reviewed there were no opera- 
tive deaths. STANLEY J. SEEGER, M.D. 


Verhoeff, F. H.: The Cause of Keratitis After Gas- 
serian Ganglion Operations. Am. J. Ophth., 
1925, 3 S. Vili, 273. 

Verhoeff believes that keratitis following opera- 
tions on the gasserian ganglion is simply an ex- 
posure keratitis. The lesion does not follow every 
operation and lachrymation is not always absent. 
For the development of a neuroparalytic keratitis 
the secretory branches of the fifth and seventh 
nerves must be destroyed. The author assumes 
that both nerves control lachrymation. To prevent 
postoperative keratitis the surgeon must avoid in- 
juring the surrounding structures when operating 
on the gasserian ganglion. In one case Verhoeff 
obtained good results from the use of Ringer’s solu- 
tion. Vircit Wescott, M.D. 


Colledge, L.: On the Possibility of Restoring Move- 
ment to a Paralyzed Vocal Cord by Nerve 
Anastomosis. Brit. M.J., 1925, i, 547. 


Colledge reports the results of the experimental 
anastomosis of the recurrent laryngeal nerve with 
other nerves in an effort to restore movement to a 
paralyzed vocal cord. 

It was found that although a nerve connection 
may be re-established by an anastomosis between 
the recurrent laryngeal and the vagus nerves, the 
return of spontaneous movement in the correspond- 
ing vocal cord cannot be expected. Tension returned 
to the paralyzed cord after the anastomosis of the 
descendens noni and recurrent laryngeal nerves, 
but no spontaneous movement of the vocal cord 
could be noted. An anastomosis between the 
phrenic and recurrent laryngeal nerves has been 
followed by a reproduction of the normal move- 
ments of the vocal cords in tranquil respiration. It 
is not necessary to use the entire trunk of the phrenic 
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nerve, since a lateral anastomosis with one-half the 

nerve trunk or the use of one of the roots arising 

from the cervical nerves has been found sufficient. 
LoyaL Davis, M.D. 


SPINAL CORD AND ITS COVERINGS 


Rosett, J.: A New Method of Diagnosis in Certain 
Diseases of the Spinal Cord: Report of Cases. 
J. Am. M. Ass., 1925, \xxxiv, 423. 


The differentiation between operable and in- 
operable affections of the spinal cord is a most dif- 
ficult diagnostic task, as the symptoms and findings 
of disease of the spinal cord proper may be brought 
about also by pressure exerted on the cord by an ad- 
joining tumor. 

The author advocates a new method of differen- 
tial diagnosis which is based on induced tetanic 
myoclonus. Hyperpnoea results in a tetanic state 
due to the chemical changes which take place in the 
blood as the result of the excessive removal of carbon 
dioxide from the alveoli of the lungs. The tetanic 
state brought on by the voluntary exercise of hyper- 
pnoea differs very little in normal persons, but in 
persons affected with abnormalities of the nervous 
system it is manifested differently. The procedure 
is entirely harmless; in no case has it been followed 
by any untoward results. 

The five different manifestations of tetany occur- 
ring during hyperpnoea in persons affected with 
different diseases of the spinal cord are as follows: 

1. In traumatic, inflammatory, or neoplastic 
lesions that sever or nearly sever the spinal cord, 
the musculature innervated by the caudal segment 
of the cord remains as flaccid during exercise as 
before, while the muscles innervated by the cephalic 
portion of the cord become tetanized in a normal 
manner. 

2. In diseases of the pyramidal tract the hyper- 
pnoea exaggerates the symptoms of the disease. 

3. In diseases of the anterior horn cells, before 
paralysis and atrophy are complete, the hyperpneea 
increases the fibrillary twitchings of these muscles or 
makes them appear in the early stages of the disease 
before the time they are found usually. 

4. In meningovascular disease of the spinal cord 
one of the manifestations of the tetanic state is the 
appearance of irregularly distributed, rapid muscular 
tremors. 

5. In disease located within the vertebral canal 
which impinges on the posterior nerve roots or the 
posterior or lateral portions of the spinal cord, the 
tetanic state induced by hyperpnoea is manifested 
by a myoclonus below the level of the lesion. 

Myoclonus is a massive contraction of entire 
muscles repeated at the rate of from four to eight 
per second and appears most prominently in the 
musculature of the thigh, buttock, and hip. Fibril- 
lation is a rather slow and strong contraction of small 
bundles of muscle fibers, appearing first in one part 
of the musculature and then in another, and never 
twice in succession in the same place. 
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The absence of induced tetanic myoclonus in- 
dicates that surgical intervention is not advisable. 
This is true especially in the presence of other mani- 
festations of tetany. Although certain extramedul- 
lary affections cannot be relieved by surgical inter- 
ference, a great number can be, and the appearance 
of myoclonus as a manifestation of induced tetany 
points to the advisability of a surgical operation. 

Cyrit J. Graspet, M.D. 


PERIPHERAL NERVES 


Rosenheck, C., and Finkelstein, H.: Sciatica: A 
Neuro-Orthopedic Consideration. J. Am. M. 
ASss., 1925, Ixxxiv, 939. 


Sciatica is classified as : (1) symptomatic or so- 
called pseudosciatica, due to recognizable infec- 
tions, toxzmias, constitutional diseases, exposure to 
sudden changes of temperature, pelvic disturbances, 
and organic nervous disease; (2) orthopedic sciatica, 
due to recognizable orthopedic conditions such as 
spondylitis deformans, subluxations, and disease of 
the lumbosacral and sacro-iliac articulations and 
hip joint; and (3) neuritic sciatica, the end-result of 
orthopedic sciatica, usually from an underlying 
traumatic or infectious sacro-iliac disease. Sciatica 
is not a primary infection. True sciatica is caused 
by conditions of the lumbosacral and sacro-iliac 
joints that affect the integrity of the sciatic nerve 
roots through direct pressure, oedema, or inflamma- 
tion. 

An accurate diagnosis of the type of sciatica is 
necessary before treatment is begun. The pseudo- 
sciaticas are relieved by treatment of the under- 
lying cause. The treatment of orthopedic sciatica 
is relatively simple and uniform, and the results are 
strikingly good. 

Schleich and Lange reported that perineural in- 
jections at the foramen resulted in a cure in 72 per 
cent of their cases. Feuillade obtained a cure in 80 
per cent of his cases from epidural injections. In 
fifty cases treated with perineural and epidural 
injections the authors obtained a cure in only 20 
per cent, and the few good results were attributed 
largely to the orthopedic treatment. Ott reports 
that in forty-eight cases treated at the Mayo Clinic 
by epidural injections and the removal of possible 
foci of infection a permanent cure was obtained in 
29 per cent and improvement in 37 per cent. In 34 
per cent the treatment failed or there was uncer- 
tainty as to whether the injections or the removal 
of foci produced the favorable results. The injec- 
tion method attacks the consequences rather than 
the cause of the disease. 

Orthopedic sciatica is treated according to the 
type. Static cases (characterized by weak feet, in- 
creased lumbar lordosis, a pendulous abdomen, 
a general loss of muscle tone, and vague sciatic 
pain) require supportive measures including the 
wearing of orthopedic shoes elevated on the inner 
side and of corsets to support the abdomen and 
diminish the lumbar lordosis. A plaster-of-Paris 
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corset applied in a Sayre suspension apparatus, may 
be changed after several days to an open corset 
laced more tightly. Massage, electricity, and 
graduated exercises for the feet, and the abdominal 
and spinal muscles are helpful. 

Traumatic cases (sudden onset after injury, pain 
in one sacro-iliac region extending peripherally 
along the nerve, flattening of the lumbar spine, 
etc.) are treated by rest in bed, support beneath the 
lumbar spine and affected knee, strapping of the 
back with adhesive tape, and the application of a plas- 
ter jacket with the spine in hyperextension. 

Chronic cases (preceding types unresponsive to 
treatment with acute exacerbations, intense suffer- 
ing, weakness in the lower part of the spine, severe 
sciatic pains, spasm of the lumbar and hamstring 
muscles, and scoliosis) are especially suitable for 
the manipulative treatment of Baer and Cofield. 
The patient, lying flat on his back on a non-movable 
solid table, is anesthetized to muscular relaxation. 
While assistants hold down each side of the pelvis, 
the operator grasps the unaffected limb with one 
hand in front of the knee and the other above the 
heel. The hamstring muscles on the normal side 
are usually slightly contracted. Gradually increas- 
ing force is exerted in the anteroposterior plane 
with avoidance of rotary movements, until the 
muscle tension is overcome. Next, the affected 
limb is taken and force is exerted against the 
markedly contracted hamstring muscles until the 
toes are approximated to the shoulder of the same 
side. Usually a distinct click is heard, which in- 
dicates that the muscles have been sufficiently 
stretched. Goldthwait and Osgood believe that a 
displaced sacro-iliac joint is replaced. In Baer’s 
opinion, a slight subluxation of the femoral head 
against the hamstring muscles occurs while the leg 
is in extreme flexion. 

The authors agree with Cofield that the ham- 
string muscles, which impinge on the nerve, sud- 
denly tear near their attachment, since large ecchy- 
motic spots are often seen near both the origin and 
the insertion of the muscle. However, actual 
stretching of the nerve plays a part in the relief of 
the pain. After complete stretching, a stockinet 
shirting is applied and the patient is turned face 
downward between two tables about 3 ft. apart. 
An assistant holds his legs and another his shoulders 
while the operator forces the lumbar spine in com- 
plete hyperextension and exerts pressure over the 
affected sacro-iliac joint. Felt padding is then in- 
serted from the middorsal region the great trochan- 
ters, and a strong plaster jacket is applied with 
the hyperextension maintained by two steel bars. 

The cast is worn for two weeks, and on its re- 
moval a short, open plaster jacket or sacro-iliac 
corset is worn for one year. The patient is warned 
to avoid undue muscular exertion. The after-care 
consists in baking, massage, and graduated exer- 
cises to increase muscular tone. 

In 100 cases Baer obtained immediate relief. A 
relapse occurred in only three cases. The authors 





have had similarly good results in sciatica due to 
static or traumatic lesions of the sacro-iliac joint. 
In 25 per cent of the early cases the hamstring 
muscles recontracted. Since daily forcible stretch- 
ing of the limb has been done after operation, re- 
lapses have been fewer, but the authors have ob- 
served two cases of traumatic palsy after stretching. 
Fracture and dislocation of the femur are prevented 
by the avoidance of rotatory force. 

The authors strongly endorse the manipulative 
treatment and believe that in properly selected 
cases of true sciatica due to static or traumatic 
sprain of the sacro-iliac joint it will effect a cure. 
Contra-indications to manipulation are: (1) inflam- 
mation of the spine, (2) spinal tuberculosis, (3) 
fractures and dislocations, and (4) tumors, cystic or 
malignant. The permanency of the cure depends 
upon the proper after-treatment and the avoidance 
of faulty attitudes and additional trauma. 

Sciatica due to inflammations of the sacro-iliac 
and lumbosacral joints or lumbar vertebre is often 
aggravated by stretching. Their proper care is 
rest, support to the spine, the removal of infected 
foci, antirheumatism drugs, and local treatment, 
such as baking and electrical stimulation. 

Wa ter C. Burket, M.D. 


SYMPATHETIC NERVES 


Kappis, M.: The Surgery of the Sympathetic 
Nerve (Die Chirurgie des Sympathicus). Ergebu. 
d. inn. Med. u. Kinderheilk., 1924, xxv, 562. 


Resection of the cervical sympathetic in the 
treatment of epilepsy is based on the fact that in 
experiments on animals section of the cervical sym- 
pathetic is followed by temporary anemia of the 
head and brain and on the assumption that a cere- 
bral anemia is at the bottom of the epileptic seizure. 
The hypothetical basis of the operation is in part 
uncertain, in part clearly incorrect. The results are 
correspondingly poor. In true trigeminal neuralgia, 
operations on the trigeminus have more certain 
results than operations on the sympathetic. In 
exophthalmic goiter there is without doubt a very 
close connection between the thyroid and the 
sympathetic nerve, but no full explanation of this 
connection has yet been made. Better results are 
achieved by operation on the goiter. If operation 
on the sympathetic nerve is decided upon, the best 
procedure is bilateral total resection of the cervical 
sympathetic trunk. 

In angina pectoris, resection of the sympathetic 
nerve, at least the unilateral procedure, is not 
directed against the site of the trouble, but merely 
interrupts pain conduction. Whether resection of 
the depressor is directed against the cause of the 
trouble is a question which has not yet been an- 
swered. In vasomotor and nervous angina pectoris, 
operation should be performed as early as possible, 
since in these cases the best results can be obtained 
by ‘the interruption of nerve impulses. For the 
rest, the operation should be performed if the 
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disease cannot be cured by internal remedies, but 
the indications should be carefully considered. 

The author is very sceptical regarding operation 
on the sympathetic nerve for asthma. Theoretically 
there is much that is yet contradictory and not clear. 
However, patients with bronchial asthma may be 
operated on if the trouble can be relieved in no 
other way. 

Surgery of the thoracic, abdominal, and pelvic 
sympathetic is still in the experimental stage. The 
indications for operation here are extraordinarily 
hazy, often actually fantastic. 

Periarterial sympathectomy is entirely safe when 
it is properly carried out. The cause of the hyper- 
emia which follows it is not known with certainty. 
It is probable that a combination of influences are 
responsible, some mechanical and some reflex. It 
is doubtful whether the question can be cleared up 
by animal experiments, but the attempt must be 
made. 

In trophic disturbances the favorable influence of 
periarterial sympathectomy must be recognized, 
but in injuries or diseases of the nerves the treat- 
ment must first be directed as much as possible to 
the cause (nerve suture, resection of a neuroma). 
This applies also to the treatment of causalgia. 
In trophic disturbances of amputation stumps 
periarterial sympathectomy may give good results 
but in some cases is unsuccessful. Late results of 
frost-bite have been repeatedly improved by peri- 
arterial sympathectomy; also trophic disturbances 
caused by anterior poliomyelitis. 

In Raynaud’s disease, since no mode of treatment 
previously tried holds out any hope, periarterial 
sympathectomy is imperatively indicated as an 
attempt at cure. It may be of benefit also in sclero- 
derma, but if the changes are very marked and 
extensive, resection of the cervical sympathetic cord 
with the upper thoracic ganglion is worth consider- 
ing instead of periarterial sympathectomy. In 
acroparesthesia, periarterial sympathectomy is at 
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least justified as a trial measure. In erythromelalgia 
the cause of the phenomena is probably a spasm of 
the vasodilators. The treatment proposed by the 
author is periarterial sympathectomy with simul- 
taneous freezing of the spinal nerves carrying vaso- 
dilator paths. 

In organic diseases of the arteries, periarterial 
sympathectomy is indicated when pregangrenous 
symptoms, pains, paresthesias, intermittent claudi- 
cation, etc. are present. The hyperemia which 
follows periarterial sympathectomy is beneficial also 
in other diseases of the extremities not of trophic or 
arteriogenic origin; in badly healing granulating 
wounds, for instance, and decubital ulcers, ulcus 
cruris, roentgen-ray ulcers, certain skin diseases, 
delayed union of fractures, and tuberculosis of the 
joints, skin, and other organs. 

In general, it may be said that the favorable in- 
fluence resulting from periarterial sympathectomy is 
to be ascribed chiefly to the hyperemia it sets up. In 
addition, certain reflex or reflex-suspending factors 
undoubtedly play a réle. STauL (Z). 


Reid, M. R., and Andrus, W. DeW.: The Surgical 
Treatment of Angina Pectoris. Ann. Surg., 1925, 
Ixxxi, 591. 


The authors have collected from the literature 
sixty-two cases which have been operated upon for 
the relief of angina pectoris. In fifty of these cases 
the sympathetic nervous system was the site of 
surgical attack, while in ten the depressor nerve was 
severed. In possibly two cases both depressor and 
sympathetic nerves were removed. 

In only thirteen of these cases has there been a 
sufficient lapse of time since the operation to warrant 
conclusions as to the results. In a few of these cases 
there seems to have been some relief of the pain. 
The best results were obtained by a cervicothoracic 
sympathectomy in cases of typical angina pecto- 
ris unassociated with recognizable serious cardiac 
lesions. Loyat Davis, M.D. 








TRACHEA, LUNGS, AND PLEURA 


Imperatori, C. J., Byard, D. S., and Manges, W. F.: 
Foreign Bodies in the Upper Airway and 
(Esophagus. Laryngoscope, 1925, Xxxv, 243. 

The usual site of lodgment in the respiratory 
tract of a foreign body that passes the glottis is the 
right bronchus. This is because the right bronchus 
is the most direct continuation of the trachea. In 
the oesophagus a foreign body lodges most fre- 
quently in the region of the cricopharyngeus on 
account of the shortness of the anteroposterior 
diameter of the cricopharynx and the holding action 
of the cricopharyngeus muscle. 

The X-ray is of great assistance in the localization 
of opaque foreign bodies. A non-opaque body in 
the lung can be detected from the conditions it 
causes. 

The X-ray findings in cases of foreign body in 
the lung can be classified into four groups: (1) 
emphysema, (2) retained secretions or “drowned” 
lung, (3) atelectasis, and (4) lung abscess. 

Emphysema is due to the valve action of the 
foreign body and the resultant bronchial inflamma- 
tory reaction which allow the air to pass in but pre- 
vent its egress as the lung collapses. 

Retained secretions gravitate into the distal por- 
tions of the lung and cause the appearance of in- 
creased density. 

Atelectasis results when the foreign body com- 
pletely occludes the bronchus. 

Lung abscess is a frequent result of a retained 
foreign body. Fluoroscopy in two perpendicular 
planes with the use of two tubes is of great assistance 
in the removal of a foreign body. 

Ratpu B. Betrman, M.D. 


Greer, A. E.: Lung Abscess: A Report of Thirty- 
Three Cases. Am. J. M. Sc., 1925, clxix, 345. 


Of the thirty-three cases of lung abscess reported 
by the author the condition was due to non-opera- 
tive causes in 64 per cent and to operative causes in 
36 per cent. Influenza and pneumonia were respon- 
sible for the abscess in 48 per cent of the first group, 
and nose and throat operations performed under 
general anesthesia for 75 per cent of those in the 
second group. Seventeen of the patients were males. 
The ages ranged from 4 to 45 years. 

The abscesses developed most frequently in the 
lower lobes of the lungs, especially the right lower 
lobe. In support of aspiration as a cause of the con- 
dition following operation, Jackson’s explanation of 
the more frequent localization of foreign bodies in 
the right bronchus is cited. Lung abscesses may be 
also of hematogenous, embolic, or lymphogenous 
origin. 
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The onset of lung abscess varies from a few days 
to three or four weeks, and may be abrupt with a 
severe chill or may follow a period of less pronounced 
symptoms such as malaise, slight fever, pleuritic 
pain, and a dry cough. In the early stages, chills, 
sweats, and a dry cough are common. Later the 
cough results in the paroxysmal expectoration of 
large amounts of sputum. The odor is generally foul, 
but not so offensive as that of pulmonary gangrene. 
The sputum does not settle in layers. 

The abscesses are of the solitary type or are so- 
called “‘bronchiectatic” lung abscesses. The author 
disapproves of the application of the term “bron- 
chiectatic” to the latter since there is no etiological 
relation between bronchiectasis and lung abscess. As 
a more suitable term he suggests ‘‘ multilocular lung 
abscess.” 

The diagnosis depends upon the history, the find- 
ings of the physical examination, the clinical course 
of the condition, and the X-ray picture. 

In the cases reviewed, three methods of treatment 
were used: (1) incision and drainage, (2) artificial 
pneumothorax, and (3) postural drainage. 

Incision and drainage resulted in improvement or 
a cure in 75 per cent of the cases and had the lowest 
mortality. Artificial pneumothorax gave a good re- 
sult in 50 per cent, but its mortality was 50 per cent. 
Postural drainage gave good results in 53 per cent, 
but had a mortality of 30 per cent. 

The author concludes that in the early acute cases 
postural drainage should be instituted and continued 
until the severe symptoms have subsided. If the 
abscess does not rupture through a bronchus, bron- 
choscopic drainage may be done. This will initiate 
drainage from the abscess into the bronchus and 
will result in prompt amelioration of the more acute 
symptoms. After the acute symptoms have passed 
and the abscess has become more localized, a thor- 
acotomy may be performed. Careful study of stereo- 
scopic roentgen-ray plates combined with physical 
examination is necessary. By the use of a pneumo- 
thorax needle attached to a manometer the presence 
of pleural adhesions over the abscess may be deter- 
mined. When, in this way, an area of adherent 
pleura is very accurately indicated, the surgeon may 
open into the abscess without fear of a secondary 
lung collapse or empyema. 

In chronic localized pulmonary abscess without 
pleural adhesions an artificial pneumothorax may 
give good results. Mrtrarp T. NELsEN, M.D. 


Yankauer, S.: Bronchoscopy in the Treatment of 
Lung Abscess. Laryngoscope, 1925, XXxv, 249. 


Attempts made in the past to treat lung abscess 
by the injection of drugs into the bronchi resulted 
in failure because of the increase in the intra- 
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bronchial fluid and the consequent spread of the 
infection. In lung abscess the bronchial secretions 
are too viscid to be aspirated through the small-bore 
tubes used in bronchoscopy, but by the injection of 
fluid this viscosity may be reduced and the secre- 
tions aspirated. 

Of about 400 cases of lung abscess examined, 
seventy-one were treated by the author and his 
associates by suction and irrigation through the 
bronchoscope. Fifteen per cent of the patients were 
cured, 15 per cent were not benefited, 50 per cent 
were benefited so that they were able to return to 
work, and 10 per cent were operated upon. There 
were two deaths as the result of a reaction following 
the treatment, but if it is borne in mind that over 
3,000 bronchoscopic treatments were given, this 
number is less disturbing than when it is judged 
with regard to the number of cases. 

The first bronchoscopic procedure is in every case 
a diagnostic procedure. In abscess near the hilus 
it is often impossible to determine the lobe in which 
the condition is located from the X-ray picture. 
This difficulty is due to the overlapping of the X-ray 
fields of the middle lobe and the lower portion of the 
upper lobe. Only by bronchoscopy can the exact 
location be determined. 

The presence of a foreign body must be ruled 
out, even in the absence of a suggestive history or 
X-ray findings. Ratpu B. Betrman, M.D. 


Saltzman, F., and Sievers, O.: Observations on the 
Ultimate Fate of Patients Who Have Had 
Pleural Empyema (Beobachtungen ueber die 
spaeteren Schicksale von Pleuraempyempatienten). 
Acta chirurg. Scand., 1925, lviii, 158. 

The authors discuss the fate of patients who have 
had a pleural empyema which healed, at least tem- 
porarily, following operation. The first question 
considered is whether or in what manner an em- 
pyema of this kind increases the life insurance risk, 
and whether the morbidity and mortality of tuber- 
culosis following this disease are increased. All cases 
have been excluded in which the empyema, even 
during the patient’s stay at the hospital, could be 
regarded as tuberculous or in which unmistakable 
signs of some other tuberculous affection had been 
observed previously. 

The original material consisted of fifty-six cases 
treated at the Medical Clinic of Helsingfors in the 
period from 1885 to 1890, and 201 cases treated at 
the Surgical Clinic and the Maria Hospital of 
Helsingfors in the period from 1902 to 1912. How- 
ever, reliable information has been obtained con- 
cerning only eighteen of the former series and 128 
cases of the latter series. Because of the smallness 
of the material the results are presented with the 
greatest reservation, and control examinations of a 
larger series are recommended. 

The mortality showed an increase of 20 per cent 
as compared with the general mortality of the whole 
country. The death rate above the average seemed 
to be limited to patients who were between 19 and 
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25 years of age at the time of the operation. Not 
until the end of five years after operation did the 
death rate rise above the figure calculated on the 
basis of the general mortality. Ten years after op- 
eration it felltothe level of the general mortality. 

The tuberculosis death rate in this series seemed 
to correspond roughly to that of the whole country. 
Over and above this there was no positively ascer- 
tainable tuberculosis morbidity worth mentioning. 
The statement that a pleural empyema appeared 
prior to the time that the tuberculous process in the 
lungs was diagnosed, was made in the histories of 
only four of 3,557 cases treated at the Nummela 
Tuberculosis Sanatorium. As a comparison, the 
authors mention that Allard and Koerter, in a simi- 
lar analysis with regard to the occurrence of serous 
and dry pleurisy in the histories of patients with 
pulmonary tuberculosis, found mention of this con- 
dition in 172 (8.1 per cent) of 2,123 cases. 


C2SOPHAGUS AND MEDIASTINUM 


Nicolaysen, J.: Extrathoracic CMsophagoplasty. 
Acta chirurg. Scand., 1925, lviii, 421. 


The author has performed four cesophagoplasties 
in the course of the last ten years, two for cicatricial 
stricture and two for cancer. The first operation, 
performed for cicatricial stricture, was completed 
in 1916 by the Beck-Jianu method, a tube being 
fashioned by plastic operation from the greater 
curvature of the stomach and combined with a 
dermal tube which was connected with a lateral 
opening in the gullet in the neck. Today, the patient 
is well and able to swallow all kinds of food. She 
no longer finds it necessary, as at first, to massage 
the dermal tube in order to get down large pieces of 
food. On three occasions a stricture formed at the 
point of junction between the stomach and the 
dermal tube, but this was dilated through a small 
incision in the dermal tube. The incision was then 
sutured and healed in the course of ten days. 

The second case was a cancer of the cesophagus 
in which the lower part of the artificial gullet, 
fashioned by the Beck-Jianu method, was connected 
with the opening in the oesophagus by a rubber tube. 
The patient lived for ten years and was able to 
swallow liquids and soft food. 

In the third case, also a case of cancer, Tavel’s 
method was employed, an excised jejunal loop with 
its mesentery being drawn up in front of the stom- 
ach, the distal orifice of the intestine anastomosed 
to the stomach, and the proximal orifice fastened to 
the skin at the base of the ensiform process. Six 
weeks later a dermal tube was fashioned on the 
chest and at the same sitting was connected with the 
intestinal tube to secure a longer passage to the 
stomach and prevent the outflow of gastric juice. 
Healing occurred by first intention. One month 
later an cesophagostomy was done. The patient 
died of pneumonia. 

The fourth case, with a cicatricial stricture and a 
sac-shaped dilatation of the oesophagus above it 
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was operated upon by the Ach-Kirschner method. 
The stomach was isolated by the ligation and sever- 
ance of all vessels coming from the left, divided 
below the cardia, and drawn up under the skin on 
the chest. The cardia was then anastomosed to the 
jejunum. As on account of a previously existing 
gastric fistula, the fundus of the stomach could be 
drawn up only to the level of the second rib, the 
connection with the cesophagus was established by 
means of dermoplasty. The new gullet functioned 
excellently and the patient lived for a year, but 
then died of bronchopneumonia due to perforation 
from the sac-shaped dilated part of the oesophagus 
into the left bronchus. In this, as in the other cases, 
a lateral anastomosis had been established between 
the oesophagus and the artificial gullet. The author 
presents the case as a warning of the risk involved 
in this method of establishing a connection. A 
roentgen examination showed that in the case of 
lateral anastomosis a portion of the food was always 
pressed down into the oesophageal cul-de-sac. This 
may cause persistent inflammation. Therisk is dimin- 
ished if the oesophagus is completely severed, the 
lower stump is closed and returned, and the upper 
portion connected end-to-end with the new gullet. 
If the oesophagus is very mobile and can be drawn 
far out through the incision in the neck, the orifice 
of the peripheral part of the oesophagus should be 
fastened to the skin by Rovsing’s method. 

To avoid the inconvenience caused by the diges- 
tive influence of the gastric juice during the healing 
of the connection between the gastro-intestinal tube 
with its covering of skin and the dermal tube, the 
author suggests that the dermal tube be constructed 
before the gastro-intestinal tube is made and that 
the gastro-intestinal tube be kept closed during 
healing by temporary ligation of the orifice around 
an oesophageal sound carried up through the dermal 
tube. If the ligature is applied as proposed by 
Hornine for resections of the large intestine, it can 
easily be loosened by means of two long threads, 
one of which is inserted under the first knot and the 
other under the second knot. The threads are car- 
ried up through the dermal tube. The ligature 
should be applied around an inserted sound to pre- 
vent the orifice of the gastro-intestinal tube from 
closing, but can easily be opened when the connec- 
tion with the dermal tube is in order. 

In addition to his case reports the author gives a 
survey of the history of cesophagoplasty and of the 
various methods of operation and their results. He 
emphasizes the fact that cesophagoplasty is not in- 
dicated in cases of cicatricial stricture unless the 
stricture is impenetrable and all methods of dilata- 
tion have failed. © 


Mills, R. W., and Kimbrough, J. H.: A Statistical 
Review of Sixty-Seven Cases of Cancer of the 
(sophagus Treated with Radium. Am. J. 
Roentgenol., 1925, xiii, 247. 

In a previous communication on cancer of the 
cesophagus the authors reviewed forty-four cases in 


which a careful and detailed record was kept of the 
clinical aspects of the condition, the original and 
subsequent roentgen findings, the technique and 
dosage employed, and the results obtained. Since 
then, twenty-three cases similarly treated have been 
observed. This article summarizes the findings in 
the total number of sixty-seven cases with regard to 
the relation of successful treatment to the duration 
of the disease before treatment, the incidence, loca- 
tion, and condition of the lesion, and the results 
obtained. Although only seventeen of the sixty- 
seven cases were classified as in the early or at least 
fairly early stages, good, fairly good, and fair pal- 
liative results were obtained in fifty-two cases. In 
only eight were the palliative results negative. 

In the recent twenty-three cases the dose used 
was 50 mgm. of radium element left in situ for six 
hours or 300 mgm.-hrs. and repeated three times 
every third day, making a total of 900 mgm.-hrs. In 
several instances 75 mgm. of radium element were 
used instead of 50 mgm. in order to irradiate the 
entire length of the tumor mass. Seven of the recent 
twenty-three cases had had roentgen therapy. 

Apo_pH Hartunec, M.D. 


Souttar, H. S.: Carcinoma of the Csophagus. 
Proc. Roy. Soc. Med., Lond., 1925, xviii, Sect. Surg., 


I. 

Vilvandré, G.: Examination of the sophagus by 
the X-Rays. Proc. Roy. Soc. Med., Lond., 1925, 
xviii, Sect. Surg., 45. 

SouTTarR states that, in the male, cancer of the 
oesophagus occurs after the forty-fifth year of age 
in 96 per cent of the cases, and after the fiftieth 
year in 88 per cent. In the female, it occurs not in- 
frequently as early as the thirtieth year. 

Tumors of the oesophagus are usually of the 
squamous epithelial type and highly malignant. 

In the majority of cases the first complaint is a 
steadily increasing dysphagia. Occasionally the 
onset is fairly abrupt and the patient may be under 
the impression that the condition is due to the 
impaction of a foreign body. He will often complain 
that food is regurgitated almost immediately in an 
unaltered condition, but vomiting of large amounts 
does not occur since carcinoma is rarely associated 
with any great degree of dilatation, contrasting in 
this respect with cardiospasm. 

Though dysphagia is the first complaint, it must 
be regarded as a symptom of advanced disease since 
it indicates stenosis. 

In the examination, the degree, site, and nature of 
the stricture must be determined. Three methods 
of procedure are at our disposal, (1) the use of bougies, 
(2) X-ray examination, and (3) direct examination 
with the cesophagoscope. 

The author believes bougies should be used apart 
from the cesophagoscope only when no other method 
is available. 

X-ray examination is entirely safe and gives 
direct evidence not only of the site of the lesion 
but also of its nature. 
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The cesophagoscope gives evidence which can be 
obtained in no other way. 

In discussing the treatment Souttar describes a 
new tube that he devised and has used with success. 
This consists of a spiral of gilded German silver 
wire with the upper end expanded into the form of 
afunnel. The tube is oval in section and is given a 
spiral twist to prevent its upward movement in case 
of vomiting. It is very flexible and never becomes 
blocked. The patient is quite unconscious of its 
presence. It is introduced through a large cesopha- 
goscope after dilatation, and is usually retained 
without difficulty. On no occasion has it shown any 
tendency to perforate the growth. The patient is 
able to swallow with ease, not only liquids, but also 
any solids which he can masticate well. 

Souttar considers this method of intubation the 
procedure of choice in the treatment of the disease. 

Vilvandré considers the examination of the 
cesophagus with the X-ray and barium meal of the 
utmost importance. It may be done without causing 
pain and without danger. 

In carcinoma, little or no dilatation is present. 
Considerable dilatation usually means a chronic 
stricture. Dilatation of the oesophagus with delay 
or obstruction may mean cardiospasm or spasm of 
the cesophagus with food present in the lower part. 

The most common diseases of the oesophagus are 
carcinoma and spasm. Simple strictures are rare. 
(Esophageal pouches are found occasionally. 

The most common site of carcinoma of the cesoph- 
agus is the middle third. 

By means of the X-ray, the extent of the growth, 
the amount of constriction, and the relation of the 
lesion to the neighboring structures are determined. 

SutrLtEy C. Lyons, M.D. 
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Vinson, P. P., and Moersch, H. J.: Dilation Versus 
Gastrostomy as a Palliative Treatment of Car- 
cinoma of the @sophagus. J. Am. M. Ass., 1925, 
Ixxxiv, 658. 

Carcinoma of the cesophagus is uniformly fatal. 
In the treatment of the disease, efforts should be 
directed to obtain the greatest possible degree of 
palliation. 

The forms of treatment generally employed are gas- 
trostomy and mechanical dilatation of the malignant 
stricture. If gastrostomy is performed early in the 
disease the operative risk is relatively slight, but if 
obstruction is pronounced, the mortality usually in- 
creases to at least 10 per cent. The disadvantages of 
this procedure are the period of hospitalization, the 
expense, the inconvenience of feeding, the discom- 
fort, and the possibility of malignant implants to the 
abdominal wall in cases with involvement of the 
cardia. 

In the Mayo Clinic it has been the custom to 
dilate malignant strictures of the oesophagus with 
graduated sounds. The arguments that have been 
advanced against dilatation are that it is dangerous, 
that it does not relieve dysphagia, and that it has- 
tens metastasis. In 502 dilatations for cancer of the 
cesophagus in the last six years there were only three 
fatalities due to splitting of the oesophagus. Fatal 
hemorrhage has never occurred following instru- 
mentation. The contention that the procedure fails 
to relieve dysphagia has not been substantiated in 
the authors’ experience, the majority of their patients 
being markedly relieved by the passage of a No. 45 
French olive. The argument that dilatation hastens 
metastasis may be true but there is not sufficient 
evidence to contra-indicate a procedure which has 
such definite advantages in spite of this danger. 








ABDOMINAL WALL AND PERITONEUM 


Sillman, E.: Lumbar Hernia (Ein Beitrag zur Kennt- 
nis der Lendenbrueche). Acta chirurg. Scand., 1925, 
Iviii, 322. 


Having given a short history and an anatomical 
analysis of the subject, the author reports a recent 
case of lumbar hernia treated operatively which he 
adds to the seventy-seven cases of the same kind 
that he has found in the literature. 

The most important etiological factors in the 
production of lumbar hernia are lesions of the 
abdominal wall due to external forces such as direct 
trauma (eleven cases) or suppurating processes 
(thirteen cases); and weakness of the abdominal 
wall due to anomalous anatomical conditions pres- 
ent at birth (seven cases) or acquired later without 
any known cause or due to various accidental cir- 
cumstances (thirty-three cases). 

Lumbar herniz are most common during middle 
life but may develop at any age. They occur almost 
three times as often among men as among women 
and twice as often on the left side as on the right 
side. Hernie without any demonstrable hernial sac 
are almost as common as those with a sac. The 
following sites have been considered the port of 
exit of lumbar hernie: (1) Petit’s triangle; (2) 
the Grynfeltt-Lesshaft triangle; (3) Hartmann’s 
slit; and (4) the nerve interspaces described by 
Braun. With regard to hernie that have occurred 
spontaneously or have been produced by light in- 
direct traumata the author arrives at the conclusion 
that Petit’s triangle as a hernial port of exit. is 
open to doubt; that in all cases that will stand a 
closer examination the port of exit isin the Grynfeltt- 
Lesshaft triangle; and that the occurrence of 
hernia through Hartmann’s slit has not been 
proved. Cases have been reported in which the 
hernia protruded through the tendinous lower por- 
tion of the latissimus dorsi. 

In their symptoms, lumbar hernia resemble 
other ordinary forms of hernia. The diagnosis is 
usually easy. Radical operation yields a good result, 
but treatment with a bandage is tiresome and in- 
effective. Incarcerated lumbar herniz are relatively 
rare. When reduction is impossible in these cases, 
herniotomy must be performed. 


GASTRO-INTESTINAL TRACT 


Bartle, H. J., and Harkins, M. J.: The Gastric 
Secretion: Its Bactericidal Value to Man: 
with a Report of Bactericidal Experiments. 
Am. J. M.Sc., 1925, clxix, 373. 


In the investigations reported in this article the 
authors attempted to determine the germicidal 


SURGERY OF THE ABDOMEN 


106 


values of the hydrochloric acidity in the gastric 
juice. A study was made of twenty-six gastric 
specimens and wash waters of various degrees of 
acidity, from no free hydrochloric acid to a hydro- 
chloric acid value of 100 degrees. The stomach 
contents were withdrawn by the usual aseptic 
method employed to obtain bile for culture. Five 
specimens of gastric juice were sterile. Twenty- 
one specimens yielded a variety of bacteria com- 
mon to the oral cavity, such as staphylococci, 
streptococci, and colon bacilli. When the free 
hydrochloric acid value was below 10 degrees there 
was no germicidal activity. Gastric juices in which 
the free hydrochloric acid content was between 10 
and 20 degrees had a more powerful action on 
streptococcus viridans and bacillus coli communis 
than on the staphylococcus aureus; the latter has 
considerable resistance against even higher degrees 
of acidity. Gastric juices in which the hydrochloric 
acid content was between 20 and roo degrees had a 
well-marked bactericidal action. Artificial solutions 
of hydrochloric acid in distilled water tested with 
the corresponding organisms yielded results similar 
to those obtained with gastric juices of the same 
degrees of acidity. Gastric juices with a free hydro- 
chloric acid content between o and go degrees had no 
effect on bacillus acidophilus except in two in- 
stances. 

It is pointed out that in the experiments con- 
ducted with artificial hydrochloric acid solutions 
the organisms were directly exposed to the action of 
the acid as they were not protected by food material 
and mucus as in the normal condition of the stomach. 

The authors conclude that a bactericidal action 
is constantly being exerted by the normal gastric 
juice because of its hydrochloric acid content and 
perhaps because of some other chemical element or 
enzyme. While many bacteria are killed in transit 
through the stomach in which the gastric juice 
contains a normal amount of hydrochloric acid, it 
is to be inferred that many bacteria of a more 
resistant type are protected from the hydrochloric 
acid by becoming lodged in particles of food or 
coated with mucus and therefore pass through into 
the intestines unaffected. 

Joun W. Nuzum, M.D. 


De Bayle, H.: Gastric Tetany. Ann. Surg., 1925, 
Ixxxi, 622. 


Tetany is an expression of functional disturbance. 
The author considers it probable that there is a 
structural change in the nervous tissue at the time 
of involvement although our present methods are 
unable to demonstrate it. Different causative 
agents produce different types of tetany, such as 
gastric, parathyroid, and intestinal tetany, the 
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tetany of pregnancy, etc. McCallum’s work on the 
differences between gastric and parathyroid types 
of tetany is reviewed. 

The tonic muscular contractions and increased 
irritability of the peripheral nervous system are 
fundamental in all types. They seem to be the 
effort on the part of contracting muscles to produce 
sufficient acid to counteract the ever-present alka- 
losis. —The immediate cause of the syndrome of tet- 
any is alkalosis, and the rational treatment is the 
administration of acid. 

Gastric tetany occurs very rarely without obstruc- 
tion of the pylorus. It is rare in cases of carcinoma 
of the pylorus, probably because hydrochloric acid 
is not secreted into the stomach in this disease and 
hypochloremia cannot develop. 

Older theories of gastric tetany production are 
presented, but in the author’s opinion the more 
recent theory that it is the result of a lack of absorp- 
tion of hydrochloric acid from the intestines due to 
the pyloric obstruction agrees best with the clini- 
cal and blood changes. Excessive breathing and 
the over-administration of alkalies produce the 
same picture. 

Murray found the following changes in the blood 
in his patients and in dogs: (1) a high carbon-dioxide 
capacity, (2) a decrease in the hydrogen-ion concen- 
tration, (3) a low chloride content (2.5 gm. per liter), 
(4) a high urea concentration, (5) increased concen- 
tration of sulphur and phosphorus, and (6) a slight 
rise in the calcium and a fall in the sodium. 

The high urea concentration is perhaps due to 
kidney damage by alkalosis with nitrogen retention. 
The introduction of alkalies increases irritability, 
possibly by increasing the permeability of the 
nerve sheaths. Whether this acts by increasing the 
sodium-calcium ratio is not yet known. 

The incidence of recovery in cases of tetany with 
dilatation of the stomach is low. The author de- 
scribes the usual symptoms and the findings in 
tetany. 

Surgical intervention is indicated to relieve the 
obstruction. The administration of fluids (water, 5 
per cent glucose, and normal salt solution) is also of 
importance. As there is a loss of hydrochloric acid 
and an alkalosis, the administration of hydrochloric 
acid.is very rational treatment. Normal salt solu- 
tion, however, has been found more beneficial. The 
fluids should be given in every possible way—by 
hypodermoclysis, intravenously, by enteroclysis, 
and by axillary infusion. 

The author reports the case of a patient with a 
ten-year history of periodic vomiting and symp- 
toms of pyloric obstruction and a recent loss of 
weight. On his admission to the hospital the find- 
ings were those of gastric tetany and his general 
condition was very poor. A decided response was 
made to the administration of 1 qt. of normal saline 
solution by hypodermoclysis, 1 qt. by axillary in- 
fusion, and as much as possible by enteroclysis. 
Most of the symptoms of tetany disappeared and 
the general condition improved. 
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On the second day, a duodenostomy was done 
under local anesthesia and for five hours the pa- 
tient was given through the duodenostomy catheter 
one tablespoonful of 5 per cent glucose and 2% 
per cent sodium bicarbonate every ten minutes. 
Thereafter, until his death, he received 1 oz. of this 
mixture every thirty minutes. 

Autopsy demonstrated a benign healed ulcer 
with pyloric obstruction and marked dilatation of 
the stomach. 

In commenting on this case the author states that 
it is now realized that the administration of sodium 
bicarbonate after the operation was not a rational 
procedure as there was already an excess of alkali 
in the body, a fact overlooked at the time. He 
states also that the duodenostomy did not correct 
the retention of the hydrochloric acid in the stom- 
ach and its exclusion from the blood stream, which 
is recognized as being the chief cause of tetany. 

Mirtarp T. Netson, M.D. 


Youmans, J. B., and Greene, I. W.: Gastric Tet- 
any: Report of a Case Treated with Am- 
monium Chloride. J. Am. M, Ass., 1925, Ixxxiv, 
808. 


The authors state that in spite of the general 
uncertainty as to the exact mechanism of the pro- 
duction of tetany, the fact remains that gastric 
tetany is accompanied by an alkalosis, and recovery 
from the attack is associated with restoration of 
the normal acid-base equilibrium. With the recog- 
nition of this fact, it becomes apparent that the 
condition may be treated successfully by replacing 
the missing acid and thereby restoring the acid-base 
balance to normal. 

A case is reported in which, from the history and 
the findings of the physical examination, a pro- 
visional diagnosis of postoperative obstruction of 
the duodenum was made. The treatment and the 
reaction were as follows: 

December 14. The rectal administration of 
glucose by the drip method was begun. At 4 p.m. 
the patient vomited 1,100 c.cm. of dark brown 
fluid. She was then given an infusion of 1,000 c.cm. 
of normal saline solution. At 8 p.m. she suffered 
an attack of semi-coma lasting five minutes. Dur- 
ing this attack her hands were stiff. At 10 p.m., a 
second attack occurred with a typical carpopedal 
spasm. An infusion of 20 gm. of glucose in 1,000 
c.cm. of normal saline solution was then given. 

December 15. The patient was decidedly stupor- 
ous. Electrical tests showed the typical reaction of 
tetany. At times a marked typical carpopedal 
spasm and twitching of the face muscles occurred. 
Chvostek’s sign was easily obtained. At 2 p.m. 
the patient vomited 640 c.cm. of a greenish fluid. 
The carbon dioxide-combining power of the blood 
at this time was 100+ per cent by volume. The 
whole-blood chlorides equaled 370 mgm. per 100 
c.cm. Respiration was slow and shallow. Four 
hundred cubic centimeters of an 0.82 per cent solu- 
tion of ammonium chloride were given intra- 





108 INTERNATIONAL ABSTRACT OF SURGERY 


venously after the solution had been tested against 
the patient’s blood to determine whether or not it 
would cause hemolysis. Following the injection, 
the patient’s face became flushed, the respirations 
rose to 18 and became deeper, and the intensity of 
the spasm decreased. The spasm then gradually 
disappeared, and although the patient remained 
rather stuporous for a time, the stupor gradually 
cleared up and by 6 p.m. she was sleeping quietly. 
She passed a comfortable night. 

December 16. The patient rested comfortably. 

December 17. Operation revealed a large mass 
held firmly together by adhesions involving the 
pylorus, duodenum, pancreas, and first portion of 
the jejunum. The adhesions were not separated, 
but a gastro-enterostomy was performed. Im- 
mediately after the operation the patient’s condi- 
tion was fair. As spasm of the hands was noted, she 
was given an infusion of 2,100 c.cm. of saline solu- 
tion, and 400 c.cm. of 0.82 per cent ammonium 
chloride solution were administered intravenously. 
The spasm promptly ceased. Thereafter, conva- 
lescence was uneventful. 

January 14. The patient was discharged. The 
electrical reactions were normal, and the whole- 
blood chlorides equaled 625 mgm. per liter. 

The authors believe that gastric lavage, which is 
frequently recommended as treatment for gastric 
tetany, is contra-indicated as it removes more of 
the acid from the stomach and increases the alka- 
losis. A distended stomach, however, must be 
emptied prior to operation. The use of ammonium 
chloride is of value only as a temporary and pre- 
operative measure; it is not intended to take the 
place of surgical treatment. Operation is the only 
means of obtaining a permanent cure. 

Rosert M. Grier, M.D. 


Witherspoon, J. A.: Non-Malignant Obstruction of 
the Pylorus in the Aged. Wisconsin M. J., 1925, 
xxiii, 549. 


In aged patients, obstruction of the pylorus due to 
a healed duodenal ulcer causes the following symp- 
toms: 

1. Indigestion which is most marked in the early 
spring and fall. 

2. Pain of a burning character noted from two to 
four hours after meals and relieved by alkalies or the 
ingestion of food. 

3. Marked obstruction, vomiting of large amounts 
of mucus, and hyperacidity. 

4. Sometimes, in the cases of emaciated patients, 
a palpable mass. 

5. Marked secondary anemia, weight loss, and 
dilatation of the stomach. 

The absence of cachexia, the constant presence of 
hydrochloric acid, and the absence of blood and 
lactic acid are valuable points eliminating malig- 
nancy. Duodenal ulcer is four times more common 
than gastric ulcer. In 1,000 cases of duodenal ulcer, 
carcinoma developed on the basis of the ulcer in 
only three. 





The first problem for the clinician in cases of 
pyloric obstruction in old persons is to determine 
whether the condition is due to carcinoma. Con- 
stipation, gall-bladder disease, appendicitis, and ex- 
tragastric disease with secondary reflex pylorospasm 
must also be considered. Essential for the diagnosis 
are a good history, a careful physical and X-ray 
examination, and laboratory tests. The fluoroscopic 
examination will often establish the diagnosis alone. 
Care must be taken not to place too much dependence 
on the examination of the stomach contents. 

The author reports the histories of four patients 
60 years of age or older who gave a history of chronic 
duodenal ulcer with pyloric obstruction. In two of 
these patients, laparotomy revealed uncomplicated 
healed duodenal ulcers with pyloric stenosis. The 
third patient had a complicating gall-bladder in- 
fection with gall stones, and the fourth a subacute 
appendicitis in association with a benign tumor 
mass obstructing the duodenum. In every case a 
good clinical result was obtained by gastro-enteros- 
tomy. Joun W. Nuzvum, M.D. 


Pannett, C. A.: Remarks on the Surgical Treat- 
ment of Gastroduodenal Ulceration. Brit. M. 
J., 1925, i, 489. 

The author draws the following conclusions with 
regard to gastric and duodenal ulcer: 

1. The primary treatment of gastric and duo- 
denal ulceration is always medical. 

2. Surgery is indicated when medical treatment 
has failed and in recent cases in which a large ulcer 
crater is demonstrated by the X-ray. 

3. It is probable that medical measures may be 
continued with advantage longer in cases of duo- 
denal ulcer than in cases of gastric ulcer. 

4. For ulcer of the lesser curvature away from 
the pylorus, sleeve resection is the operation of 
choice. 

5. For ulcers of the lesser curvature close to the 
pylorus or ulcers at the pylorus the best procedure 
is excision of the affected portion of the stomach, 
including the sphincter, followed by axial union. 

6. For cicatrized pylorus following a healed 
ulcer, pylorectomy is preferable, but gastroje- 
junostomy gives very good results. 

7. With regard to ulcer of the duodenum it is not 
yet decided whether resection of the duodenum 
with its attending increased risk gives results so 
much better than those of gastrojejunostomy that 
it should replace the short-circuit operation. 

Dennis W. CrILE, M.D. 


Finsterer, H.: The Importance of the Extensive 
Resection of the Stomach for the Treatment of 
Gastric and Duodenal Ulcers. Internat. J. Med. 
& Surg., 1925, xXxxviii, 95. 

In cases of gastric and duodenal ulcer Finsterer 
resects up to two-thirds of the stomach in order 
greatly to diminish the quantity of hydrochloric 
acid by reducing the acid-producing gastric surface. 
For a time, he performed smaller resections, but 
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because of the restriction of the diet necessary 
thereafter and the occasional presence of hyper- 
acidity in spite of care in the diet, he returned to 
the more extensive resection. He contends that the 
removal of the pylorus, and even of the ulcer, is of 
less importance as regards the final outcome than 
the extent of the resection of the stomach. After a 
large resection of the stump of the stomach and 
typical end-to-side anastomosis with the jejunum, 
the patient is free from complaint. In none of 
Finsterer’s 524 cases of resection for gastric or duo- 
denal ulcer has a gastrojejunal ulcer been found. In 
seven of his fifty-two cases of gastrojejunal ulcers 
in which a radical operation was done the lesion 
developed after a resection of the pylorus and 
antrum performed by another surgeon. After a 
more radical procedure there were no recurrences. 

If in resection for exclusion, the antrum shows an 
enormous hypertrophy, the resection should be 
made sufficiently distant from the pylorus to insure 
a reliable closure. If it is believed that this remain- 
ing portion can produce a hormone effect on the 
resected stomach, the excluded part of the antrum 
may be removed with the pylorus after from four to 
six weeks. This is a two-stage resection of the duo- 
denal ulcer. As the duodenal ulcer is already healed, 
the extirpation of the excluded antrum with the py- 
lorus and the first part of the duodenum is relatively 
easy and without danger. 

When the resection is done under local anesthesia, 
the length of time taken to perform the operation is 
without importance. Finsterer uses exclusively 
splanchnic anesthesia induced according to the 
method of Braun with 70 c.cm. of a % per cent 
solution of novocain or a */s per cent solution of 
tutocain. 

In 682 of Finsterer’s resections for ulcer the mor- 
tality was 5.5 per cent. There were no deaths from 
pneumonia, even thouh sixty-four of the patients 
were between 60 and 78 years of age and many of 
them were afflicted with emphysema and chronic 
purulent bronchitis. The mortality was greatly in- 
creased during the war because of insufficient 
asepsis, but then decreased in resections for gastric 
ulcer from 16.6 per cent (forty-two resections with 
seven deaths) before and during the war to 5.1 per 
cent (136 resections with seven deaths) after the 
war, and in resections for duodenal ulcer, from 8.1 
per cent (forty-nine resections with four deaths) 
before and during the war to 2 per cent (249 resec- 
tions with five deaths) after the war. The difference 
in the mortality in cases of gastric and duodenal 
ulcer is explained partly by the nature of the cases 
and partly by the fact that resection was done in all 
cases of gastric ulcer, even if the ulcer penetrated 
into the liver and pancreas and extended from the 
pylorus to the cesophagus, while in cases of duodenal 
ulcer the less dangerous stomach resection for ex- 
clusion was performed if the ulcer extended as far as 
the papilla. 

Also in the radical operation for gastrojejunal 
ulcer a large stomach resection must be performed 
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to obtain permanent results. The Y-shaped anas- 
tomosis, which until now has nearly always been 
performed, must be avoided because when only a 
small part of the stomach has been removed, there 
is great danger of a recurrence in the part of the 
anastomotic loop which is situated between the 
stomach and the afferent loop of the jejunum. Of 
the author’s twenty-two patients subjected to a 
radical operation for gastrojejunal ulcer with a 
Y-shaped anastomosis, only eight are entirely free 
from complaint, while in four the recurrence of the 
gastrojejunal ulcer was demonstrated at another 
operation, and in three such a recurrence is probable. 

For the past three years Finsterer has performed 
first an end-to-end anastomosis between the re- 
sected ends of the jejunum and then, peripherally 
from this anastomosis, has established the typical 
end-to-side anastomosis between the stump of the 
stomach and the jejunum. 

By means of extensive resection and end-to-side 
anastomosis between the stomach and jejunum, he 
has been able to obtain good results lasting for at 
least five years in 97.8 per cent of his cases. By 
removing from two-thirds to three-quarters of the 
stomach at the resection for exclusion, a gastro- 
jejunal ulcer can be avoided. It can be avoided also 
by end-to-side gastroduodenostomy after the resec- 
tion for exclusion. 

Large resections are followed by anacidity, but 
so far no disturbance has been observed from the 
lack of acid. Although for the first six months the 
patient is able to eat only small portions of food 
without suffering from a sense of oppression, pal- 
pitation of the heart, and profuse perspiration, 
these disturbances subside after a few minutes. 

Large resections remove all of the chronically 
inflamed mucous membrane and thereby decrease 
the danger of cancer. Cart R. STeInkE, M.D. 


Schoemaker, J.: The Red Stomach. Surg., Gynec. & 
Obst., 1925, xl, 305. 

“Red stomach ” is a condition in which the pyloric 
end of the stomach is a dark red. On the cardiac 
side the redness ends sharply at the line of demarca- 
tion between the body of the stomach and the 
pyloric antrum. Sometimes it stops abruptly at the 
pylorus, but usually the duodenum is also involved. 

The etiology is unknown. Theories that the cause 
is appendicitis or gastric ulcer have not been proved. 
Pathological changes in the gall bladder may be 
associated with the condition. 

The symptoms include pain in the gastric region, 
which may or may not be associated with the in- 
gestion of food. Nausea and sour regurgitation are 
common. The history may suggest a gastric or 
duodenal ulcer but the symptoms are capricious in 
their appearance. 

In twelve cases the author performed a gastro- 
enterostomy; in seventeen, a gastrectomy; in one, 
the operation of Finney; in seven, an appendectomy ; 
in three, a hemisphincterectomy; and in two, a 
cholecystectomy. Gastrectomy resulted in a cure 
















































A Ra 


PITA, IRR TT IE 


SRA STAY 





110 INTERNATIONAL ABSTRACT OF SURGERY 


in 50 per cent of the cases. The other operations 
were less successful or failed entirely to give relief. 

Schoemaker concludes that when a “red stom- 

ach” is found at operation the gall bladder should 

be removed if it shows any abnormality, but that 

if the gall bladder appears normal, the abdomen 

should be closed or a gastrectomy should be done. 
Marcus H. Hopart, M.D. 


Mills, H. W.: Gas Cysts of the Intestine; with a 
Report of Three Cases. Surg., Gynec. & Obst., 1925, 
xl, 387. 

Only 100 cases of gas cysts of the intestine have 
been reported to date. 

The four theories regarding the etiology of the 
condition ascribe it to bacterial, chemical, neoplastic, 
and mechanical factors respectively. The author be- 
lieves that the cause is mechanical as in many cases 
there is some condition causing intestina] obstruc- 
tion, such as a gastric ulcer, cancer, or sharp angula- 
tion. 

The gas is odorless and non-inflammable. A few 
inches or all of the intestine may be affected. The 
colon may be involved alone. 

To date, the condition has never been diagnosed 
positively previous to operation, but it may be sug- 
gested by a crackling noted on palpation of the ab- 
domen. The X-ray may prove of aid in its recog- 
nition. Macroscopically, the cysts cannot be differ- 
entiated from echinococcus cysts. 

The disease may cause grave mechanical com- 
plications. The removal of the intestinal obstruc- 
tion may result in a cure. If the cysts are so large 
or so numerous that they may cause obstruction 
themselves they should be removed. 

The author reports two cases and reviews the 
literature, Marcus H. Hosart, M.D. 


Reichert, F. L., and Holman, E.: The Fate of the 
Sutures as Observed in Intestinal Anastomosis 
and in the Healing of Wounds. Bull. Johns 
Hopkins Hosp., Balt., 1925, xxxvi, 212. 


The authors report animal experiments carried 
out to determine the end-results of intestinal sutures 
of various types. 

It was found that silk sutures employed in intes- 
tinal anastomosis migrate either to the peritoneal 
surface, where they are covered only by a transpar- 
ent layer of endothelial cells, or to the lumen of the 
bowel, into which they eventually drop off and are 
lost. When the sutures do not enter the mucosa 
they migrate toward the periotoneum. If the mucosa 
is pierced they slough into the lumen. The presence 
or absence of infection along the stitch determines 
in which direction the sutures will travel. 

The fate of various sutures is described. 

Absorbable material appears to be superior when 
through-and-through sutures are required. 

The flange of inturned bowel soon disappears 
when trauma or soiling does not complicate, but it 
persists and there is long delay of fibrous healing 
when either or both of these factors are added. 


The degree of omental adhesions at the site of 
anastomosis is also dependent upon trauma and soil- 
ing. 

No difference was noted in the healing about a 
lateral anastomosis when a single row of interrupted 
mattress silk sutures or a double row of continuous 
catgut sutures was used. 

Sutures used in the closure of abdominal wounds 
and applied so that they constricted the tissues 
which were included invariably produced defects in 
the anterior sheath. Sutures applied so loosely as 
just to approximate the edges of the wound did not 
injure the tissues. The vertical figure of eight was 
found better than the horizontal figure of eight. The 
simple vertical suture is as efficient as the vertical 
figure of eight suture. 

The results emphasize the importance of gentle- 
ness and care in the handling of the tissues. 

Oscar E. NADEAU, M.D. 


Loveland, J. E.: A Method of Inducing the Small 
Intestine Partially to Function During the 
Course of Acute Diffuse Peritonitis. Surz., 
Gynec. & Obst., 1925, xl, 424. 

At exploratory laparotomy in the case of a child 
with distention of the abdomen, fecal vomiting, 
hippocratic facies, delirium, a temperature of 105.5 
degrees F., and a pulse rate of 150, the tip of the 
appendix was found in an abscess in the median line 
just below the bladder. Following drainage of the 
abscess the patient’s condition improved until the 
seventh day, when she began to vomit again. 

At a second operation, the small intestine was 
found constricted in a mass of exudate. The con- 
stricting band was severed and an enterostomy cath- 
eter was placed in the distended loop above the site 
of the constriction. Thereafter, the vomiting ceased 
for only twenty-four hours. An enterostomy was 
then done high up on the left side, but the vomiting 
became more severe and the temperature rose. The 
vomiting was finally arrested by the introduction of 
a Rehfuss tube into the stomach on the next day. 

The problem of nourishing the child was then 
uppermost. The impossibility of obtaining her co- 
operation rendered the use of proctoclysis, hypoder- 
moclysis, and intravenous injections more or less of 
a failure. Glucose solution was therefore introduced 
into the intestine through the high enterostomy. 
This failed because the intestines would not hold 
more than an ounce of the fluid and even that quan- 
tity immediately ran out. 

A 2-0z. glass syringe barrel was then inserted into 
the enterostomy tube to serve as a funnel, filled with 
glucose solution, and then hung 10 in. above the 
patient’s abdomen in order to obtain a constant 
head of pressure which would force the fluid onward. 
It was found that the syringe became empty in from 
twenty to thirty minutes. The administration of 
the glucose was continued in this manner day and 
night, the syringe barrel being refilled every hour. 

After four days a striking change was noted in the 
patient’s condition; the pulse and temperature de- 
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creased, flatus was passed, the secretion of urine 
began, and improvement resulted. 
Joun L. Butscu, M.D. 


Palmén, A. J.: A Case of Intestinal Kinking; Ex- 
tensive Resection of the Small Intestine; In- 
vestigations on the Effect on Digestion (Fall 
von Darmknoten, ausgedehnte Duenndarmresek- 
tion, Nachpruefung der Verdauungstaetigkeit). 
Acta chirurg. Scand., 1925, viii, 179. 

The author describes a case in which a kink was 
formed which involved the sigmoid flexure and 
most of the small intestine. The treatment con- 
sisted in the resection of 327 cm. of the gangrenous 
small intestine, leaving from 80 to go cm. of the 
healthy gut. In the upper portion of the intestine 
there was a groove which corresponded below to a 
diffuse area where the gangrene changed into 
hemorrhagic infiltration and normal gut. In the 
author’s opinion this proves that the distal coils 
became involved in the kink gradually as the result 
of peristalsis. A well-developed large intestine 
probably contributed to the favorable outcome. 

From investigations carried out by Tuomikoski, 
it appears that, since the operation, fats and albu- 
mins are poorly utilized by the body, but carbo- 
hydrates are utilized very well. 


Niles, W. L.: Congenital Fixation of the Duodenum. 
Am. J. M. Sc., 1925, clxix, 328. 

Evidence is accumulating which shows that the 
frequent occurrence of adhesions and bands in the 
peritoneal cavity is due for the most part to con- 
genital and developmental defects, as pointed out 
by Virchow, Robinson, Morris, and Opitz, and 
more recently, by Bryant. 

The author found such peritoneal bands in 91.1 
per cent of males, including eighteen fetuses, and 
in 85.5 per cent of females, including sixteen fetuses. 
From birth up to the age of 40 years the frequency 
of such bands is no greater than in fetuses, and the 
most common type of bands found in adults corre- 
sponds to that found in fetuses. 

Niles confines his further discussion to the more 
common type of bands, namely, those having their 
origin about the gall bladder and extending to the 
duodenum alone, and those extending to the duo- 
denum and transverse colon. His study was based 
on 150 cases in which the diagnosis was made but 
operation was not performed, and thirty-nine cases 
which were operated upon. 

Many of the subjects of this condition give a 
history of digestive disturbances in infancy and 
childhood, such as “bilious attacks,” acidosis, and 
headaches. Three of the author’s patients had had 
epilepsy and had always suffered from constipation. 
With regard to symptoms, the cases may be divided 
into those characterized by attacks of epigastric 
pain and those with toxic symptoms and indigestion; 
the latter constituted 70 per cent of the author’s 
series. In the cases with pain, the attacks usually 
follow the ingestion of a heavy meal or coarse food, 
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fatigue, or emotional disturbances. Belching of gas 
is common, but nausea and vomiting are usually 
absent. The pain is usually on the right side of 
the epigastrium and does not radiate. It compels 
the patient to go to bed and prevents sleep, but the 
next morning may be relieved by a movement of 
the bowels. 

The toxic group of cases present a general picture 
recognized as neurasthenia with indigestion, flatu- 
lence, a sensation of weight and oppression from 
one-half to two hours after meals, and some degree 
of relief from belching or enemata. Headache, in- 
somnia, nervousness, and mental depression often 
greatly overshadow the gastro-intestinal picture. 
Nausea and hyperchlorhydria are frequent, and 
constipation is the rule. The patients are generally 
of a flabby, nervous type, with a sallow skin and 
poor muscle tone. Tenderness is usually found to 
the right of the median line, midway between the 
costal margin and the umbilicus. The cecum is 
frequently distended, thickened, and tender as the 
result of back-pressure due to spastic contraction of 
the sigmoid or bands in the ileocecal region or about 
the ascending colon. 

In the presence of such findings abnormal fixation 
of the duodenum should be suspected and a fluoro- 
scopic examination and numerous film exposures 
should be made. The alert roentgenologist can 
detect many of these cases. 

In two-thirds of the author’s cases an operation 
for appendicitis had been performed, and in many 
others the condition had been diagnosed as chronic 
cholecystitis with adhesions, chronic colitis, duo- 
denal ulcer, neurasthenia, or intestinal intoxication. 

Surgery is the only means of removing the cause 
of the condition, but is not always necessary as over 
half of the cases can be relieved by medical measures. 
Medical treatment is highly satisfactory, and as the 
condition is not rapidly progressive and is not fatal 
in itself, medical measures should always be tried 
first. The diet should be both chemically and 
mechanically non-irritating. The food should be 
finely divided, thoroughly cooked, simply prepared, 
and taken at shorter intervals and in smaller quan- 
tities than under normal conditions. After a meal 
the patient should rest with the hips elevated. 
Belladonna and bromides given before meals or 
benzyl benzoate given after meals will relieve 
spastic sigmoid colon. Massage, exercise, and the 
wearing of an abdominal belt are essential. Due 
regard must be given to disturbances of gastric 
secretion. 

The operative procedure consists in division of 
the band to allow the duodenum to assume its 
normal position and contour. This is done most 
conveniently through a right rectus incision. All 
cut and torn peritoneal surfaces should be carefully 
sutured to limit the formation of adhesions as much 
as possible. 

Ten days after the operation abdominal massage 
should be begun to mobilize possible adhesions and 
restore tone to the abdominal and intestinal mus- 
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cles. A bland, low-residue diet should be given for 
three months. At the end of this time a coarse diet 
may be begun. 

The author’s patients who gave a history of less 
than five years’ duration are now in perfect health. 
The least satisfactory results were obtained in those 
over 40 years of age. Constipation and neurasthenic 
symptoms are greatly improved, and pain is entirely 
relieved. Mittarp T. Netsen, M.D. 


Gibson, C. L.: The Harris Bands. Surg. Clin. N. Am., 
1925, V, 175. 

Holland, A. L.: Some Notes on Harris Bands. Surg. 
Clin. N. Am., 1925, v, 180. 

GIBSON states that one of the most important 
effects of Harris bands is compression of the duo- 
denum. He quotes the description of the bands 
given by Harris. Gibson has had two cases in which 
the symptoms for which an appendectomy was done 
were not relieved until an operation was performed 
for the release of a Harris band. One of these pa- 
tients had been an invalid for eight years. Her ap- 
pendix was removed six years ago. Since the opera- 
tion for the release of the Harris band, which was done 
nine months ago, she has been completely restored 
to health. Of Gibson’s thirty-one cases of Harris 
bands seventeen were' those of females. The ages 
ranged from 16 to 63 years. Most of the patients 
were between 30 and 40 years old. Pain was a con- 
stant feature of the condition. The areas of pain, 
the findings of twenty-one fluoroscopic examina- 
tions, and of gastric analyses and operations, and 
the end-results of treatment are shown in tables. 
While the early results have sometimes been dis- 
appointing, the final results have been excellent. 

HOLLanpD states that the defect caused by a band 
involving the second portion of the duodenum is 
usually characteristic. In some cases it is possible 
to visualize the source, the course, and the attach- 
ment of a band from the defect shown in the shadow 
in the X-ray picture. There is seldom any serious 
delay in gastric motility unless, as rarely happens, 
the band compresses the tube severely or, acting as 
a sling, strangulates it. The vomiting that is so 
often a feature in these cases is usually of a reflex 
character. Emit C. Ropitsuek, M.D. 


Diamond, J.S.: The Niche as the Roentgen Sign of 
Duodenal Ulcer; With a Report of Forty-Two 
Cases: A Simple Method to Aid in Its Visuali- 
zation. Radiology, 1925, iv, 93. 

Akerlund, in 1919, reported that the most con- 
stant X-ray manifestation of a duodenal ulcer is the 
niche. This was present in 60 per cent of his cases. 
Diamond undertook to confirm this finding. He 
found that the preliminary administration of 25 drops 
of tincture of belladonna every four hours for forty- 
eight hours relaxed the duodenum and facilitated 
the filling of the niche. By this method he demon- 
strated niches in 66.6 per cent of his forty-two cases. 

Anatomically the first portion of the duodenum 
and stomach are similar. The roentgenological 


manifestations of ulcer in both are also similar. The 
indirect evidence such as hyperperistalsis, hyper- 
tonicity, etc., is merely presumptive and confirma- 
tory. The direct evidence is a deformity. 

In the duodenum, the deformity may be classified 
as: (1) a niche, (2) a defect, (3) bulb retraction, and 
(4) diverticulum formation. 

The niche usually occurs on the lesser curvature 
border of the duodenal cap. The defect may be 
organic, the result of induration, cicatricial con- 
traction, or adhesions; or functional or spastic, the 
result of the contraction of the circular muscle 
fibers. If the spastic contraction involves the longi- 
tudina] muscle fibers, bulb retraction results. 

Diverticula were found in eight cases. They are 
differentiated from niches by their ability to con- 
tract and change their contour. 

Cuartes H. Heacock, M.D. 


Oehman, E.: Volvulus of the Ce2cum: A Clinical 
Contribution (Kasuistische Beitraege zur Kennt- 
nis des Volvulus caeci). Finska laek.-saellsk. handl., 
1924, Ixvi, 6or. 

The author reviews fifty-three cases of volvulus of 
the caecum which have been treated in the general 
hospital of Wiborg since 1899. The data of the case 
histories are given in a table. In another table the 
cases are grouped according to the year in which 
they occurred and their relation to other forms of 
occlusion is shown. The fact that the greatest num- 
ber of cases were seen in 1918, a war year, the 
author is inclined to attribute to the lack of sufficient 
food at that time and the use of the bulky food sub- 
stitutes. In a third table the age and sex of the 
patients are given. 

In the author’s opinion, a mobile cecum with a 
more or less well developed ileocecal mesentery had 
been present in all of the cases. In one instance 
there was sinistroposition, and in another, retro- 
position. Congenital adhesion of the caecum to the 
splenic flexure of the colon was found once. Three 
patients were in the third, fourth, and eighth months 
of pregnancy respectively. A case of particular in- 
terest was that of a patient with simultaneous vol- 
vulus of the cecum and tubal pregnancy with rup- 
ture of the tube. There was only one case in which 
trauma or strain appeared to be an etiological 
factor. On the other hand, chronic mesenteritis 
seemed to be of considerable importance, for in not 
less than sixteen cases there was a history of re- 
current attacks of pain. 

The treatment was surgical throughout. In three 
cases there was a recurrence. In two of these cases 
the first operation was an appendicostomy; in the 
third it consisted only of correction of the torsion 
and severance of the cicatricial bands. 

In conclusion the author points out that, if 
emergency operations are excepted, the mortality 
of the different methods of operation is surprisingly 
similar, in spite of the fact that resection was per- 
formed only in the most severe cases. In all cases 
in which a cure resulted the convalescence following 
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resection was remarkably smooth and rapid. This 
fact points to a close relationship between the shock 
of the operation and the intoxication resulting from 
the damage to the tissues. From these findings the 
author concludes that the indications for resection 
may be extended to cover many of the lighter cases, 
a view which finds support in the astonishingly 
favorable figures in recent statistics on resection. 
OEHMAN (Z). 


Rosser, C.: Cancer of the Rectum and Rectosig- 
moid. Texas State J. M., 1925, xx, 607. 


This article is based on an analysis of thirty-seven 
cases of rectal cancer treated at Baylor Hospital, 
Dallas, Texas, in a period of five years. The neo- 
plasm was found at the rectosigmoid juncture in ten, 
in the ampulla in twenty-two, and in the anal canal 
in five. The symptoms were characteristic for each 
location, i.e., gross bleeding with intermittent ob- 
struction when the growth was high; chronic, in- 
creasing constipation with occasional mild hamor- 
rhage when the cancer was in the ampulla; and pain 
when the lesion was in the anus. 

Fourteen patients had been previously treated for 
hemorrhoids, some of them shortly before the dis- 
covery of the malignancy. Two had fistule. One 
growth originated in an anal tag; one, in a previously 
removed benign growth; and two in polypi. Only 
one patient was a negro. 

Of the entire series of cases, twenty-three (62 per 
cent) were classed as inoperable. Nine of the pa- 
tients were not followed, twelve (32 per cent) are 
living, and sixteen (43.7 per cent) are known to be 
dead. Of those radically operated upon, seven (54 
per cent) are known to be alive; three were not 
followed. 

The article contains a diagram illustrating the 
various routes of extension and metastasis of rectal 
carcinoma. 


LIVER, GALL BLADDER, PANCREAS, AND 
SPLEEN 


Maurer, S., and Gatewood, L. C.: The Phenolte- 
trachlorphthalein Liver Function Test. J. Am. 
M. Ass., 1925, Ixxxiv, 935. 


Phenoltetrachlorphthalein is odorless, tasteless, 
and non-irritating to the subconjunctival sac or 
subcutaneous tissue. It is insoluble in water, and 
with alkali forms deeply colored hydrolyzable salts 
which are decolorized by acid, serum, or animal 
tissue. The alkali salts have a caustic action and 
are irritating unless they are used in highly diluted 
solutions. The dye does not affect the coagulation 
time of the blood. It does not have an antiseptic ac- 
tion on the bacillus proteus or a cholegogue or 
secretin action. Its rapid injection causes a tran- 
sient rise in the blood pressure of from 20 to 50 mm. 
of mercury. The ‘“‘conjugate form’ appears in the 
bile in ten minutes; the free form, in twenty minutes. 

The dye is partly re-absorbed in the colon. In 
man, its purgative action lasts six days. In doses of 
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5 mgm. per kilogram of body weight it is excreted 
chiefly in the bile. When it is given in larger doses 
it appears in all of the body secretions. Liver func- 
tion has been estimated from quantitative deter- 
minations of the dye in the feces, the duodenal con- 
tents, or the blood. The quantitative estimation or 
determination of the time of its first appearance in 
the duodenal contents is objectionable because of 
the difficulty and discomfort in the use of the 
Rehfuss tube and the uncertainty of obtaining the 
first dye expelled into the duodenum during a given 
period. 

Rosenthal found that after the injection of 5 mgm. 
per kilogram of body weight, 10 per cent of the dye 
appeared in the blood immediately and the amount 
rapidly fell to a trace or disappeared within fifteen 
minutes. In cases of acute liver damage (chloro- 
form), the blood dye reached 15 to 30 per cent and 
remained elevated for a prolonged period. Eleven 
per cent was found after two hours. In Rosenthal’s 
opinion, the resulting curve parallels the impair- 
ment of liver function. 

In order to obtain blood samples at frequent in- 
tervals for the estimation of the dye the authors 
devised a method which, though it requires more 
work than the Rosenthal process, permits the 
completion of all of the determinations ten minutes 
after the last blood has been withdrawn. In this 
procedure, 0.3 c.cm. of blood is drawn from an ear 
prick, as for a blood count, into a graduated pipette 
previously moistened with potassium oxalate solu- 
tion to retard clotting, dropped into 4 c.cm. of 
chemically pure acetone, immediately stoppered, 
and shaken vigorously to produce a fine precipitate. 
The precipitate is then washed five times by de- 
canting through a 7-cm. filter paper. The filtrate is 
evaporated to dryness on a water bath, and the 
residue is heated several minutes after it has become 
dry. After it has cooled, the precipitate is extracted 
with 0.3 c.cm. of tenth-normal sodium hydroxide. 
The extract is drawn through a pipette into a Kahn 
precipitin tube and read by comparison with the 
color of standard solutions of 2, 4, 6, 8, and 10 per 
cent. If the unknown solution is above 10 per cent, 
it is diluted because high concentrations are more 
difficult to read. 

In testing the method for known quantities of the 
dye, the authors obtained 9, 7, 3, and 4 when 10, 8, 
3, and 4 per cent respectively had been added. In 
rabbits they obtained the same values for the 
normal as Rosenthal. Rabbits immunized to foreign 
protein showed a lower initial blood concentration 
and a more rapid removal from the blood stream 
than normal. 

In the use of any halogenated compound there is 
danger that the halogen acid may be split off in 
free form by the very active liver metabolism and 
cause acute necrosis of the liver. The authors call 
attention also to the fact that in patients with impair- 
ment of the circulation a colloidal substance in the 
blood stream may cause an occasional venous 
thrombosis. Of a series of sixty-seven cases venous 
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thrombosis occurred in ten. In the authors’ series 
there were two fatal cases of venous thrombosis. In 
one instance the thrombus gave a distinct test for 
the dye. 

The authors draw the following conclusions: 

1. The dye is removed from the blood stream 
like any colloid, and not by the liver alone. 

2. The rate at which it is removed is influenced 
somewhat by the degree of immunization. 

3. The rate of its disappearance from the blood 
shows certain definite changes in advanced liver 
disease, but is not a true index of impairment of 
the function of the liver cells. 

4. A better index of liver function is the deter- 
mination of the dye in the duodenal contents. 

5. The injection of halogen dyes is not without 
danger. 

6. The method described gives a more complete 
curve of the disappearance of the dye from the 
blood stream than previous methods. 

7. The ideal dye for a liver function test must be 
non-toxic, crystalloid, and primarily removed from 
the blood stream by the liver alone; it must remain 
in the blood stream for a sufficient length of time 
for its determination and should be removed from 
the body ultimately by the liver parenchyma cells. 

Wa ter C. Burket, M.D. 


Ottenberg, R., and Abramson, H. A.: The Produc- 
tion of Liver Necrosis by Tetrachlorphenol- 
phthalein and Tetrabromphenolphthalein. J. 
Am. M. Ass., 1925, |xxxiv, 800. 

The authors report experiments carried out on 
rabbits and dogs to determine the upper safe limits 
of dosage in the use of tetrachlorphenolphthalein and 
tetrabromphenolphthalein. The findings were prac- 
tically the same for both drugs. 

Doses of about o.1 gm. per kilogram of body 
weight produced no symptoms or lesions except in 
one rabbit, and the substances injected were not 
found in the urine. 

When doses of about 0.2 gm. per kilogram of body 
weight were given some weakness was noted and 
the substances were usually present in the urine. 
Lesions in the liver were minimal or absent. 

When doses of from 0.3 to 0.4 gm. per kilogram 
of body weight were given the animals became very 
sick at once. The condition was characterized by 
great weakness, even paralysis of the hind legs, stag- 
gering, vomiting (in dogs only) and repeated towel 
evacuations. Death occurred after from five to eight 
hours. One rabbit died immediately. The urine 
showed large amounts of the injected substances and 
albumin, casts; in some instances it contained hemo- 
globin. Necropsies showed marked extensive degen- 
eration amounting almost to necrosis of the liver 
lobules, and general disruption of the liver architec- 
ture with intense congestion and hemorrhage in 
many necrotic areas. There were lesions of the kid- 
neys and spleen. The more deeply colored chlor 
compound was shown in all tissues of the body. The 
characteristic purple was brought out by ammonia. 


Doses of from 0.4 to 0.5 gm. per kilogram of body 
weight caused acute convulsive symptoms and killed 
the rabbits at once or within fifteen minutes. The 
animals died from respiratory failure, the heart con- 
tinuing to beat for several minutes. Necropsy re- 
vealed profound congestion of the liver, and micro- 
scopic examination showed acute degeneration of 
the liver cells. Unlike the animals that survived for 
from five to eight hours, those which died early 
showed preservation of the general liver architec- 
ture. The production of extensive degeneration of 
the liver in fifteen minutes is remarkable. 

A peculiar feature was the lack of gradation be- 
tween the toxic and non-toxic doses. Either the 
animals showed no lesions, or the lesions were ex- 
treme. 

The doses needed to produce severe symptoms 
and liver lesions were enormously larger than those 
used in the test for liver function—o.oo5 gm. per 
kilogram. While the amount used for bladder visual- 
ization—o.1 gm. per kilogram—is also safely below 
the toxic dose, the margin is not large. Therefore 
caution is necessary when the liver parenchyma is 
already damaged by disease. Samvuer Kaun, M.D. 


Cowen, M., and Cowen, S. O.: The Value of the 
Van den Bergh Reaction in the Clinical Study 
of Jaundice. Med. J. Australia, 1925, i, 177. 


With the diazo reagent of Ehrlich, Van den Bergh 
found that a solution of 1:1,500,000 of pure bilirubin 
dissolved in alcohol will give positive results. Biliver- 
din and other yellow substances which may be pres- 
ent in human serum in rare instances and suggest 
bilirubin, do not give the reaction. Van den Bergh 
made the original and important observation that in 
some cases of jaundice it is unnecessary to bring the 
bilirubin into alcoholic solution, it being possible to 
obtain a positive coupling with the production of the 
azo-dye by adding the diazo reagent directly to the 
icteric serum. It is evident, therefore, that in jaun- 
diced serum bilirubin occurs in two forms which 
differ in their reactions to the diazo reagent. 

In this way Van den Bergh was able at once to 
divide icteric sera into two groups: 

1. Sera giving a color reaction at once (maximal 
within thirty seconds) on the addition of the diazo 
reagent directly to the serum—Van den Bergh 
prompt (or immediate) direct reaction. 

2. Sera giving no color reaction or giving such a 
reaction only after long delay, on the addition of the 
diazo reagent directly to the serum— Van den Bergh’s 
delayed direct reaction. 

After precipitation with alcohol to bring the bile 
into alcoholic solution every icteric serum gives ail 
immediate color reaction with the diazo reagent. 
The application of the method to this alcoholic 
solution of bilirubin, derived from the serum, 1s 
known as Van den Bergh’s indirect reaction. 

The indirect reaction is used for the quantitative 
estimation of bilirubin in the serum. 

It has been found that a third reaction occurs, 
some samples of serum giving a prompt coloration 
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which is intensified after a definite, though variable, 
time interval. This has been named the “biphasic 
reaction.” In cases of complete obstructive jaundice 
the development of color is always prompt, and in 
hemolytic jaundice it is always delayed. The bi- 
phasic reaction indicates that both forms of bilirubin 
are present in the serum, but its clinical interpreta- 
tion is as yet obscure. 

The modern theory of the mechanism of the pro- 
duction of jaundice is as follows: 

The breakdown of hemoglobin occurs chiefly in 
the cells of the reticulo-endothelial system, especially 
those in the spleen and in the liver, where they are 
known as Kupffer cells. Whether bilirubin itself or 
only one of its precursors is formed in these cells, has 
not yet been determined. The hepatic glandular 
cells, however, do not seem to have the power of 
synthesizing bilirubin; they apparently only pick 
up from the portal blood in the hepatic capillaries 
bilirubin which has been formed elsewhere and trans- 
fer it to the bile ducts. In some way, not clearly 
elucidated, the pigment is modified chemically in its 
passage through the liver cells and it is supposed 
that the bilirubin in the serum gives a prompt or a 
delayed Van den Bergh reaction according to wheth- 
er it has or has not undergone this chemical altera- 
tion. Jaundice might then conceivably occur in one 
of three ways: 

In the first place, it may be caused by obstruction 
of the bile ducts. Bile pigment formed in the cells 
of the reticulo-endothelial system or elsewhere, hav- 
ing traversed the glandular cells to reach the ducts, 
cannot pass into the intestine and is re-absorbed, 
probably directly into the blood stream. In this 
instance a prompt direct reaction would be ob- 
tained. 

Secondly, it might be the result of excessive hemol- 
ysis. More pigment is presented to the liver cells 
than can be dealt with. Some of it, however, is 
taken up and transferred to the ducts in the normal 
way and, passing out into the intestine, plays no 
part in the production of jaundice. The remainder, 
which the glandular cells cannot deal with, passes 
directly into the general circulation through the 
hepatic vein and is responsible for the jaundice. 
This fraction, which has not been altered by passage 
through the glandular cells, differs chemically from 
the pigment found with gross obstruction and reacts 
differently to the diazo reagent, giving a delayed 
direct reaction. Jaundice in which the pigment has 
the same chemical characters might arise in condi- 
tions in which, though blood destruction is not ex- 
cessive, the glandular cells are unable to take up the 
normal amount of pigment presented to them be- 
cause of funtional derangement. 

Thirdly, jaundice might be the result of a com- 
bination of obstruction and excessive hemolysis or 
functional derangement of the liver cells due to the 
action of chemical or microbic toxins. Under such 
circumstances both varieties of bilirubin would be 
found in the serum and a biphasic reaction would 
then occur. 


The new hypothesis emphasizes the fact that jaun- 
dice is not a mechanical phenomenon only, but is 
often significant of functional derangement of the 
liver cells. 

The authors examined the serum of eleven healthy 
persons as controls. All gave delayed direct reac- 
tions, the amount of bilirubin varying from 0.6 to 
0.8 unit. The finding of a bilirubin value higher 
than one unit must always give rise to the suspicion 
of liver derangement. The authors find that 1.8 
units of bilirubin in the serum is the smallest amount 
which causes recognizable icterus of the conjunctiva. 
In the obstructive cases bile pigments are detected 
in the urine by ordinary routine ward tests at about 
the same level. The purely hemolytic jaundice is 
acholuric. A difference in the kidney threshold for 
bile indicates the chemical difference of the bilirubin 
in the serum in obstructive and hemolytic cases. 

The authors studied twenty cases of gross ob- 
struction of the common bile duct or the hepatic 
duct. Jaundice due to obstruction of the common 
bile duct and hepatic duct always gives a prompt 
direct reaction, and the finding of a prompt reaction 
indicates that the jaundice is obstructive. A delayed 
direct reaction was obtained in jaundice from ex- 
cessive blood destruction and jaundice assumed to 
be due to derangement of function of the liver cells 
in cases in which disease of the liver was present 
without gross obstruction of the ducts. 

The Van den Bergh reaction is a means of detect- 
ing and identifying hemolytic jaundice with certain- 
ty, except in occasional cases of pernicious anemia 
during phases of good remission. This is the most 
useful and most important function. The diagnosis 
of pernicious anemia is not tenable unless the serum 
gives a delayed direct reaction with quantitative 
figures, at least during exacerbations, in excess of 
normal. By the use of the Van den Bergh test, 
hemolytic jaundice can be identified and the diag- 
nosis between hemolytic and non-hemolytic ane- 
mia positively established. This is regarded as the 
most valuable property of the Van den Bergh test. 

The biphasic reaction was found when the patho- 
logical process—infective, cirrhotic, or malignant— 
was such as would readily have given rise to the 
combination of obstruction of the smaller ducts and 
derangement of the hepatic glandular cells. A 
prompt direct reaction in the serum in a case pre- 
senting the clinical picture of a gall-bladder lesion 
suggests stone in the common duct. A delayed di- 
rect or biphasic reaction does not exclude the pres- 
ence of stones, but does exclude obstruction from a 
stone in the larger ducts. Morris H. Kaun, M.D. 


Petrén, G.: Investigations on Blood Coagulation 
in Icterus, with a Note on So-Called Cholamic 
Bleeding (Untersuchungen ueber die Blutgerinnung 
bei Ikterus nebst einigen Worten ueber die soge- 
nannten cholaemischen Blutungen). Acta chirurg. 
Scand., 1925, lviii, 488. 


Petrén states that there is seldom any serious risk 
of postoperative bleeding in icterus until the disease 
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has persisted for three or four weeks. After a high- 
grade icterus of long standing the haemorrhagic 
diathesis may persist even when the icterus has 
begun to subside or has nearly disappeared. 

Determinations of the coagulation time of the 
blood in forty-one patients with grave icterus have 
shown that this kind of examination, even though 
it is not always conclusive, is usually of a certain 
practical value in indicating the presence of a 
hemorrhagic diathesis and whether bleeding will be 
apt to follow a laparotomy. 

On the addition of alkali salts of bile acids to 
blood coagulation specimens in vitro it was found 
that the time of coagulation began to be prolonged 
only when the blood specimen contained 0.20 per 
cent of alkali salts of bile acids. An addition of 0.60 
per cent of these salts entirely prevented the coagu- 
lation of a normal blood specimen. An approximate 
estimate of the amount of alkali salts of bile acids in 
the blood of a number of patients with grave icterus 
—several of whom had cholemic bleedings— 
showed that in all cases this amount was certainly 
less than o.10 per cent and possibly less than 0.05 
per cent. It is extremely unlikely that the bile acids 
in the blood are of any significance in the hamor- 
rhagic diathesis which sometimes occurs in grave 
icterus. 


Deaver, J. B.: The Surgery of Jaundice. Wisconsin 
M.J., 1925, xxiii, 539. 

Deaver defines icterus as that condition in which 
an excessive amount of bile of certain qualitative 
characteristics circulating in the blood causes a yel- 
lowish pigmentation of the skin and mucous mem- 
branes. The surgical importance of jaundice de- 
pends primarily on its etiology. It may be due to 
obstruction, perverted hemolysis, infection, or op- 
erative trauma. 

The most common types of jaundice are due to 
gall-stone obstruction, carcinoma of the head of the 
pancreas, and cholangeitis. Jaundice rarely follows 
infection elsewhere in the body. 

Obstructive jaundice is the most’ common type 
calling for surgical treatment. Emphasis should be 
placed upon contraction of the papilla of Vater as a 
cause of temporary obstruction of the common duct. 
This condition is really a stricture in the formative 
stage. The treatment should consist in dilatation of 
the papilla of Vater. The most common type of ob- 
structive jaundice is due to the lodging of stones in 
the common duct with a ball-valve action. 

Hemolytic jaundice is often related to disease of 
the liver and associated with gall stones. The clin- 
ical signs are splenomegaly, acholuric jaundice, and 
more or less marked anemia. This condition is often 
cured by early removal of the spleen. 

Postoperative jaundice is the most difficult type 
for the surgeon to treat. Injury to the common bile 
duct or the hepatic ducts following cholecystectomy 
demands at the secondary operation a most careful 
exposure of the operative field because of the ex- 
tensive adhesions present and the great difficulty of 





locating the divided ends of the ducts. When the 
divided ducts can be located the author does an 
end-to-end approximation, employing the T-tube. 
He prefers cholecystoduodenostomy to suture of the 
common duct into the stomach wall. The chief post- 
operative dangers in cases of jaundice are hepatic 
insufficiency and bleeding. Joun W. Nuzum, M.D. 


Bird, F. D.: Hydatid Disease of the Liver. Med.J. 
Australia, 1925, i, 258. 

The author believes that syphilis and hydatid 
disease should always be thought of in the examina- 
tion of cases of obscure conditions. In some cases 
small hydatid cysts along the liver margin may sug- 
gest carcinoma or syphilitic hepatic disease. It is 
rare for a cyst to be entirely surrounded by liver 
tissue. Cysts in the portal fissure are difficult to 
diagnose. These cause pain and severe jaundice. 
Rupture into the gall bladder with the formation 
of gall-bladder cysts is very rare. Rupture into the 
stomach is known, but the author believes there is a 
pathological basis for it as in the case of a woman 
who had a long history of gastric ulcer. Perforation 
through the diaphragm has also occurred. 

In operations on hydatid cysts of the liver hamor- 
rhage will not result if the hepatic tissue is not in- 
cised. Dyspnoea, a common symptom, is more apt 
to indicate a hepatic cyst than a pulmonary cyst. 
When a patient spits up cysts, the chances are 
about equal that their origin is in the liver or the 
lung. Pain is present if daughter cysts pass down 
the bile ducts. 

The rate of growth of hydatid cysts is variable. 
As a rule such cysts grow in the direction of least 
resistance. The most common abdominal symptom 
is indigestion. Ascites is rare. Symptoms due to 
sepsis are variable. It is usually very difficult to say 
whether a particular cyst has suppurated or not. A 
rise in the temperature is not a criterion. Bile 
seems to be inimical to the mother cyst, but not to 
the daughter cysts. 

At operation, the author selects the most promi- 
nent part of the tumor for the incision. The anzs- 
thesia is not allowed to become very deep. A small 
incision is made, the adventitia opened boldly, and 
the left forefinger inserted immediately to draw the 
cut in the adventitial sac into the parietal incision. 
Four or more stitches are then introduced. These 
include all of the structures of the abdominal wall 
except the skin and muscle. As the adventitia is 
being incised, the assistant presses his hand firmly 
on the abdomen below the tumor. The mother cyst 
and as many of the daughter cysts as can be reached 
easily and quickly are then extracted. Lavage and 
long-continued attempts to clean the adventitia are 
not permissible. A tube which reaches almost to 
the innermost part of the sac is inserted. In cases 
with suppuration care and judgment must be used 
in the shortening of the tube. Packing with gauze 
is unnecessary and harmful. For cysts on the upper 
surface of the liver, Bird chooses the transpleural 
route for operation. Emit C. RositsHEK, M.D. 
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Wilkie, D. P. D.: Surgery of the Biliary Passages. 
Edinburgh M. J., 1925, n.s. xxxii, Med.-Chir. Soc. 
Edinburgh, 50. 

The author has been impressed by the price which 
is often paid for neglect of disease of the gall bladder 
and bile ducts. In many cases, death from pan- 
creatitis and malignant disease is directly attribut- 
able to biliary infection. In obese patients, myo- 
cardial degeneration is frequent. The intimate lym- 
phatic connections between the gall bladder and the 
head of the pancreas are responsible for secondary 
pancreatitis, a dangerous complication. Stones may 
obstruct the common bile duct and cause repeated 
attacks of cholangeitis. 

The following cases of biliary trouble demand 
surgical procedures: 

1. All cases of acute obstructive cholecystitis in 
which there is a tense, inflamed, and distended gall 
bladder. 

2. Cases with persistent flatulent dyspepsia with 
occasional attacks of biliary colic associated with 
pain and tenderness under the right costal margin. 

3. Cases with recurring attacks of cholangeitis 
with weight loss, rigors, and intermittent jaundice 
indicating calculus obstruction of the common duct. 

Cases unsuitable for surgery are the following: 

1. Those of stout, bronchitic patients over 60 
years of age. In this case, urgent gall-bladder con- 
ditions should be carefully treated and local anes- 
thesia should be used in order to prevent pulmonary 
complications. 

2. Those of patients presenting marked myocar- 
dial degeneration. Operation is attended by con- 
siderable danger. 

3. Those of patients with severe jaundice of the 
gray-green or mahogany type and suffering from 
malignant disease of the head of the pancreas. The 
jaundice may be relieved temporarily, however, by a 
cholecystenterostomy. 

The author analyzes his series of 197 cases as 
follows: 

Group 1. Urgent operation for acute cholecys- 
titis, twenty-nine cases. In this group there were 
twenty-one females. Gall stones were present in all 
but two cases. In every case the gall-bladder wall 
was extensively diseased, but in many, the general 
condition rendered drainage the most prudent course. 
Thirteen cholecystectomies and sixteen cholecystos- 
tomies were performed. The one death in the series 
was due to subacute pancreatitis and pulmonary 
embolism. It appears that cholecystectomy is the 
ideal operation, provided localized peritonitis is ab- 
sent and the general condition will permit the opera- 
tion. When the gall bladder is grossly diseased, 
cholecystectomy is the only satisfactory treatment. 
When the gall bladder is relatively healthy and all 
of the stones are carefully removed, there appears 
to be little tendency toward recurrence. 

Group 2. Disease of the common bile duct, thirty- 
two cases. Twenty-seven of the patients in this 
group were females. In twenty-eight cases one or 
more stones were found in the common duct. Defi- 
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nite cholangeitis was present in four. Weight loss, 
repeated chills with rigors, and recurrent jaundice 
were the predominating symptoms, but in four cases 
in which several stones were found in the common 
duct there was no history of jaundice. The treat- 
ment indicated is free exposure of the common duct, 
exploratory puncture with a hypodermic needle, 
opening of the duct, the removal of calculi, dilata- 
tion of the duodenal opening, removal of the gall 
bladder if it is grossly diseased, and free drainage of 
the common duct by a rubber tube. In cases that 
were poor risks a rubber catheter was passed into 
the duodenum for feeding purposes. In this group 
of thirty-two cases there were four deaths. The 
postoperative restoration to health after an opera- 
tion on the common duct was usually remarkable. 

These cases demonstrated the necessity for free 
exposure with careful palpation of the common duct; 
the advantage of hypodermic needle aspiration of 
the common duct (turbid bile indicates the necessity 
for exploration of the duct); and the benefit of duo- 
denal feeding in the cases of emaciated and weak 
patients. 

Group 3. Malignancy, eighteen cases. Ten pa- 
tients had a carcinoma of the head of the pancreas; 
two, a primary carcinoma of the common bile duct; 
and six, a carcinoma of the gall bladder. All gave a 
history of long-standing cholelithiasis. There is no 
doubt that gall stones predispose to carcinoma. 

Group 4. Acute or subacute pancreatitis, fifteen 
cases. Pancreatitis represents in many instances the 
final stage in a neglected, chronic malady. In four 
of the five cases with a hemorrhagic pancreatitis the 
condition was fatal. Drainage of the gall bladder 
and of the peripancreatic tissue was done in all 
cases. Six of the patients with subacute pancreatitis 
recovered slowly but never satisfactorily. 

In thirty-five of the patients, jaundice was present 
at the time of the operation. In seventeen cases it was 
due to a stone in the duct, and in eighteen, to malig- 
nant disease obstructing the passages. The danger 
of hepatic insufficiency was combated by a generous 
administration of fluid with glucose solution and the 
application of hot packs over the liver both before 
and after operation. A 1o per cent solution of cal- 
cium chloride was injected intravenously in five 
cases, and sodium citrate was injected intramus- 
cularly in ten cases. It appeared that the sodium 
citrate injections reduced the coagulation time and 
lessened the hemorrhage. Wilkie believes that this 
pre-operative treatment is better than injections of 
calcium chloride. 

The conclusions drawn are summarized as follows: 

1. Infection of the gall bladder with gall stones 
must be regarded as serious because of the dangers 
of the complications that may ensue. 

2. In the early uncomplicated case, operation is 
attended by little risk. ' 

3. Cholecystectomy is the operation of choice 
when the gall bladder is grossly diseased. 

4. A free exposure of the common duct should be 
made in all cases, 
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5. Pre-operative and postoperative treatment to 
decrease haemorrhage and liver shock is essential for 
all deeply jaundiced patients. 

6. Operation on jaundiced patients with malig- 
nant disease carries a considerable immediate mor- 
tality. 

7. Operation in the late stages of pancreatitis is 
attended by grave risk, numerous complications, 
and a considerable mortality. 

8. The time for surgery is before the develop- 
ment of complications. Joun W. Nuzum, M.D. 


Stewart, W. H.: Further Experience with Tetra- 
bromphenolphthalein Sodium Salt in the 
Roentgenographic Diagnosis of Gall-Bladder 
Disease. Am. J. Roentgenol., 1925, xili, 259. 

In cases in which the clinical findings suggest 
gall-bladder pathology and the ordinary roentgen- 
ographic examination is negative, the application of 
the Graham and Cole method of outlining the gall 
bladder may be of great value. The size, shape, and 
location of the gall bladder may be thus recognized 
and its emptying time studied. Although most cases 
exhibit some toxic symptoms when this method is 
used, no fatalities have been reported to date. Ex- 
perience has proved, however, that patients with 
cardiac lesions should not be subjected to this pro- 
cedure; diabetics and those suffering from severe 
constitutional diseases cannot be considered good 
risks; and highly emotional and neurotic patients 
almost always show grave symptoms. Catharsis and 
fasting for a day usually lessen the reaction. 

The technique employed is described in detail. At 
least six films should be made at each visit to the 
roentgen department in order to make certain that 
a satisfactory one will be obtained. 

A study of thirty-six cases examined in this man- 
ner has led the author to the following conclusions: 

Deformities and malpositions of the gall bladder 
usually indicate pathological changes. Invisibility 
of the gall bladder when other factors are satisfac- 
tory is strongly suggestive of disease. Usually it is 
indicative of one of the following conditions: (1) ob- 
struction of the cystic duct by a stone, angulation, 
bands of adhesions, or a swollen mucous membrane; 
(2) failure of the contents of the gall bladder readily 
to mix with the dye-impregnated bile; (3) thicken- 
ing of the walls of the gall bladder and such con- 
traction of the lumen that there is not sufficient bile 
retained to cast a shadow; (4) The gall bladder or 
the amount of its contents may be so large that the 
opaque bile is diluted to such an extent that it does 
not outline the gall bladder satisfactorily; (5) The 
liver function may be so poor as to delay or entirely 
prevent a sufficient amount of the dye-impregnated 
bile from entering the gall bladder. 

By far the most positive result of this test is the 
outlining of gall stones of lighter density than the 
surrounding tissues. Such stones are usually com- 
posed of pure cholesterin. In these cases the opaque 
bile surrounds the stones in such a manner that they 
can be recognized from negative shadows. 





The method as developed up to the present time 
cannot be considered an office procedure; it should 
be used in a hospital. It should be employed only 
when ordinary methods of roentgen examination 
have not given the desired information. 

The article is supplemented by a number of illus- 


trative roentgenograms. ApvotpH Hartune, M.D. 

Krogius, A.: Surgical Treatment of Cholelithiasis 
(Ueber die chirurgische Behandlung der Gallen- 
steinkrankheit). Finska lack.-saellsk. handl., 1924, 
Ixvi, 527. 

In the Surgical Clinic of the University of Helsing- 
fors 167 cholecystectomies have been performed for 
gall stones since 1905. One hundred and forty-nine 
of the patients were women. Sixteen patients died 
after the operation, the operative mortality being 
therefore 9.5 per cent. If the patients are divided 
into two groups, those without jaundice and those 
with jaundice due to obstruction, it is found that of 
the first group, numbering 113, only three (2.6 per 
cent) died, whereas in the second group, numbering 
fifty-four, there were thirteen deaths, a mortality 
of 24 per cent. It is apparent that the cholemic 
condition adds greatly to the danger of operation. 

Information as to the final results of operations 
performed between the years 1905 and 1922 has 
been obtained in 103 cases. Seventy-one patients 
have been entirely free from symptoms since the 
operation; fifteen have remained well except for 
occasional attacks of pain or slight disturbances un- 
accompanied by jaundice; eleven reported more 
severe but still moderate symptoms without jaun- 
dice; and four have had true recurrences of their 
former trouble with attacks of pain and jaundice. 
Two of those with recurrences have since recovered 
and have been without symptoms for a number of 
years, one after a second choledochotomy, the other 
without further operation. Two patients succumbed 
after being operated on again for the same trouble. 

Krogius recommends early operation in a hyper- 
acute attack with complications which threaten 
life, even though the attack is the first. Operation 
with the object of cure or prevention is best per- 
formed during a free interval, if there have been a 
number of attacks and particularly if inflammatory 
symptoms have been present and the patient is 
young and strong. The same statement applies to 
hydrops of the gall bladder. Operation should be 
performed at the beginning of an attack associated 
with persistent jaundice caused by obstruction. If 
the patient is elderly and weak, the risk of the 
operation must be carefully weighed against the 
apparent danger of the disease itself. Kroctus (Z). 


Huntemueller: The Inflammatory Diseases of the 
Bile Ducts from the Standpoint of the Bac- 
teriologist (Die entzuendlichen Erkrankungen der 
Gallenwege vom Standpunkte des Bakteriologen). 
Klin. Wchnschr., 1924, lii, 349. 


In cases of cholecystitis that were operated upon, 
fresh streak preparations of the bile showed staphy- 
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lococci and colon bacilli in 0.7 and 5 per cent re- 
spectively. After twenty-four hours these bacteria 
were found in a further 9.5 and 6 per cent, and 
after forty-eight hours in a further 11 and o per 
cent. 

In 150 cases, bacteria were found in the walls of 
the gall bladder in 100 per cent and in the liver in 
80 per cent; in 60 per cent they were staphylococci 
and in 12 per cent colon bacilli. 

In fresh streak preparations bacteria were found 
in the walls of the gall bladder in 10 per cent of the 
cases and in the liver in 5 per cent. After twenty-four 
hours they were present in a further 66 and 46.5 per 
cent, and after forty-eight hours in a further 14.5 
and 23 per cent respectively. At the end of several 
days a mixed infection could be demonstrated in 
the walls of the gall bladder in 9 per cent of the 
cases and in the liver in 6 per cent. 

Autogenous vaccination, protein therapy, and 
general hygienic measures are discussed in relation 
to the findings reported. NEUBAUER (Z). 


Hall, H. A., and Ablahadian, E.: The Function of 
the Spleen. California & West. Med., 1925, xxiii, 
289. 

This article contains an extensive review of the 
literature on the function of the spleen. 

While testing the effects of splenic extracts in 
tuberculosis the authors discovered that rabbits 
which had received intravenous injections of such 
extracts showed a phenomenal increase in the 
blood calcium. This increase was rapid, reaching 
its height in about twenty-four hours. After from 
twelve to fourteen hours the blood calcium was 
back to normal; it never went below normal. Any 
excess of lime in the body was excreted through the 
kidneys. 

Blood-cell increases also were observed after the 
injection of spleen nucleoprotein. Contrary to the 
belief that the spleen has a hemolytic action, it was 
observed that the red blood cells increased over one- 
half million in a period of a few days and that, in 
addition, the haemoglobin was increased. The 
clotting time was shortened markedly in every 
case. 

In the cases of two rabbits which were splenecto- 
mized the blood calcium dropped almost 50 per 
cent, but when intravenous injections of spleen 
solutions were given it returned to normal. 

The authors conclude that one of the most im- 
portant functions of the spleen is its action as a 
stimulant of calcium metabolism in preparing 
suitable calcium salts for presentation to the blood 
stream and the impoverished blood cells. 

Ropert M. Grier, M.D. 


Hanrahan, E. M., Jr.: Splenic Anemia: A Study 
of End-Results with and without Splenectomy, 
Based on Thirty-Five Cases. Arch. Surg., 1925, x, 
639. 

Of the thirty-five cases of splenic anemia upon 
which this article is based, splenectomy was done in 
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twenty-two. Eleven were not treated surgically. All 
were studied for the purpose of determining the 
etiological factors, the characteristic blood picture 
of the condition, and the relation of the end-results 
to the duration of the symptoms. In the operatively 
treated cases both the immediate and late effects of 
the splenectomy were studied. 

On the basis of the clinical course before their ad- 
mission to the hospital the patients’ appearance at 
the time of examination, and the results, the author 
classifies cases of the type reviewed into two groups. 
Group 1 includes those of patients definitely sick and 
those with symptoms directly referable to the severe 
anzmia—pallor, weakness, languor, loss of weight, 
pain in the extremities or abdomen, diarrhoea, and 
an icteroid tint to the skin or itching. These symp- 
toms may overshadow the abdominal syndrome. 
The duration of symptoms is usually from six to 
eighteen months. 

Group 2 includes all cases presenting the symp- 
toms of a chronic process of many years’ duration. 
These symptoms are the result of a much longer 
underlying process such as hemorrhage of the 
stomach from a gastric varix. Symptoms referable 
to the splenomegaly, either with or without liver 
alteration, dominate the picture. In the chronic 
form of the disorder, in which the splenomegaly and 
related symptoms predominate, splenectomy is of 
considerable apparent benefit, although it is in this 
type of case that the operative difficulty is greatest. 
Cases having a white cell count below 5,000 have a 
poor prognosis without splenectomy. Cases in which 
the white cell count is above 5,000 have a good prog- 
nosis without splenectomy. A slight leucocytosis 
might signify an early stage of the disease with re- 
sponsive bone marrow, such as may be found in 
young persons. 

As a rule the severity and acuteness of the symp- 
toms are in inverse proportion to their duration. The 
patient whose symptoms, referable to anemia, have 
been present for less than a year is suffering from 
much more rapid and uncompensated blood destruc- 
tion than the patient whose symptoms of anemia 
have been overshadowed by the abdominal picture 
or splenomegaly. Acute cases usually run a rapid and 
fatal course uninfluenced by splenectomy. 

The degree and type of the anemia also give in- 
formation regarding the intensity of the disease 
process. The red cell count and the estimation of 
the haemoglobin indicate the grade of the anemia. 
Recovery after hemorrhage indicates the degree of 
regenerative capacity of the blood-forming organs. 
The amount of hemoglobin and the color index sug- 
gest the type of anemia. The approach to the per- 
nicious type of anemia is marked by an increasingly 
poor prognosis. The higher the color index the more 
unfavorable the prognosis. 

The white cell count also is a measure of bone- 
marrow activity and indicates the response to the 
need of increased blood formation. A marked leuco- 
penia usually suggests a poor prognosis. The pres- 
ence or absence of reticulated red blood cells is of 
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great prognostic significance. A thorough blood ex- 
amination is the means of estimating the response 
of the blood-forming tissue to the need of hyper- 
activity. 

It seems probable that the finding of a decreased 
resistance to hypotonic salt solution, a decreased 
resistance that is the same for practically all other 
hemolysins (at least those affecting the cell en- 
velope), indicates favorable conditions for excessive 
hemolysis. 

The estimation of the urobilin content of the stools 
and urine offers the most accurate means of measur- 
ing the amount of blood destruction. The amount 
of urobilin usually present in the urine is so small 
that it is missed in the ordinary examination. In 
excessive blood destruction it is readily detectable. 
The greatest increase is seen in pernicious anemia 
and hemolytic jaundice. In chronic splenic anemia 
there is only a slight increase. 

Morris H. Kaun, M.D. 


Sutherland, G. A., and Williamson, B.: The Treat- 
ment of Purpura Hemorrhagica by Splenec- 
tomy. Lancel, 1925, i, 323. 

The authors report two cases of true purpura 
hemorrhagica treated by splenectomy with an 
apparently good result. 

In addition to the clinical findings such as pur- 
pura and a tendency to bleed from the nose and 
mucous membranes, the blood shows three charac- 
teristics which help to differentiate the condition. 
These are a decrease in the number of platelets, a 
prolonged bleeding time, and non-retraction of the 
clot. 

Whereas normally the number of blood platelets 
ranges from 150,000 to 300,000, in haemorrhagic 
purpura it drops to as low as from 5,000 to 40,000. 
This decrease is such a characteristic feature that 
the term “thrombocytopenic” has been used to 
describe the disease. 

The bleeding time, which in normal conditions is 
from two to four minutes, is prolonged to from ten 
to twenty minutes. This occurs in spite of a normal 
coagulation time. 

Normal blood will clot readily en masse and 
squeeze out its serum in an hour. In purpura 
hemorrhagica .the blood clots in the usual way, 
but there is no retraction of the clot even after 
hours. 

In the authors’ two cases it was evident that the 
operative risk was high, but radical treatment was 
necessitated by the deterioration of the general 
health. Both patients had suffered from severe 
recurrent epistaxis, one for six months and the other 
for three years, and were confined to bed because of 
anemia and debility. Both were operated upon 


during an interval between the attacks of active 
bleeding. 

Transfusion was not employed as a pre-operative 
measure. After the operation the number of blood 
platelets showed a marked increase. 

Harry W. Fink, M.D. 





MISCELLANEOUS 


Lotsch, F.: The Disease Picture of Subphrenic 
Abscess (Das Krankheitsbild des subphrenischen 
Abscesses). Klin. Wehnschr., 1924, iii, 2012. 

The subphrenic space forms a part of the large 
peritoneal space. The inflammatory condition of 
subphrenic abscess is therefore a peritonitis. The 
various degrees of inflammation of the peritoneum, 
from the serous and serofibrinous to the purely 
suppurative, may occur also in the subphrenic 
space. Etiological factors of the circumscribed 
peritonitis to which the term ‘‘subphrenic abscess” 
is generally but inaccurately given are appendicitis, 
diseases of the bile ducts, pancreatitis, perforated 
gastric ulcers, perforations of the duodenum and 
transverse colon, embolic abscesses, and hydatid 
cysts of the liver. 

Phlegmonous processes of the ‘retroperitoneal 
connective tissue” of the subphrenicus may extend 
upward as far as the upper fold of the coronary 
ligament of the liver and there lead to subphrenic 
abscess by breaking down the loose cellular tissue. 
Strictly speaking, such a retroperitoneal collection 
of pus is not a subphrenic abscess. Hence Lotsch will 
not accept the distinction between intraperitoneal 
and extraperitoneal abscesses. Actually, however, 
a subphrenic abscess (perityphilitis and_perine- 
phritic abscess) often comes into being by the extra- 
peritoneal route after perforation of the peritoneum, 
but true subphrenic abscess rarely follows empyema 
of the pleura and empyema of the pleura does not 
often originate in a subphrenic abscess which has 
broken through the diaphragm. In the etiology of 
subphrenic abscesses the largest part is played by 
the bacterial flora of the gastro-intestinal tract, and 
chief among the bacteria is the bacillus coli. 

The pus of subphrenic abscesses has a foul odor 
and in a large percentage of cases contains gas due 
to putrefaction. Leyden states that, in advanced 
stages, percussion reveals a normal resonance in 
the upper portions of the lung on the affected side; 
beneath this, a dull zone indicating serous effusion 
into the pleura; beneath this, a segment with tym- 
panitic resonance corresponding to the part of the 
subphrenic abscess which contains gas; and _ be- 
neath this, the dull zone of the abscess which passes 
over into the zone of dulness representing the liver. 
Large subphrenic abscesses of this type are ex- 
tremely rare. 

The accurate diagnoses and early treatment of 
perityphilitic conditions and of diseases of the bile 
passages and stomach have greatly reduced the 
number of subphrenic suppurations. Fluoroscopy 
is of very great aid in the diagnosis. The affected 
half of the diaphragm presents a convexity which 
encroaches conspicuously on the thoracic space. 
When the abscess contains gas, the gall bladder will 
be seen at the highest point of the dome of the dia- 
phragm and beneath it the horizontal collection of 
pus. If the pleura is not involved, the dome of the 
diaphragm appears in sharp outline as in pneumo- 
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peritoneum. If effusion into the pleura has already 
occurred, the shadow of the dome of the diaphragm 
is fainter than that of the abscess. Trial puncture 
is the chief aid in the diagnosis. The puncture must 
be carried through the pleura and diaphragm and 
should be followed by operation immediately. 

A subphrenic abscess which is overlooked is usu- 
ally fatal. Whether the operative approach should 
be abdominal or thoracic, extrapleural or trans- 
pleural, anterior, lateral, or posterior, depends upon 
the site and extent of the abscess. 

The prognosis is grave. In cases not operated 
upon the mortality is roo per cent. In cases treated 
surgically Magde has found it to be 50 per cent and 
Koerte 30 per cent. LoenurR (Z). 


Gardner, W.C.: Abdominal Drainage. Cincinnati J. 
M., 1925, vi, 5. 

As the result of a better understanding of the 
underlying principles, drainage has been very largely 
abandoned. There is danger, however, that the en- 
thusiasm of skilled operators for the omission of 
drainage may stimulate premature surgical judg- 
ment by unskilled operators and militate against 
the patient’s welfare. 

Drainage of the abdomen must be from local 
areas, not from the general cavity, but drains to 
local areas become walled off by fibrin in a few hours, 
and because of the quick encapsulation of drains, 
drainage of the general peritoneal cavity is physical- 
ly and physiologically impossible. The serous ex- 
ternal discharge is an exudate due to the irritation 
of the contiguous peritoneum by the drain. With 
the formation of encapsulating adhesions, this dis- 
charge decreases quickly. After the irritation has 
ceased, the disappearance of the adhesions depends 
upon the ability of the involved surfaces to pull 
themselves or to be pulled apart. A drain should be 
removed gradually as soon as possible. 

Irrigation through drains is dangerous and will 
not prevent adhesions. After a drain has been in- 
serted, all intra-abdominal movements should be 
reduced to the minimum, but on removal of the 
drain, intra-abdominal activity should be stimu- 
lated to favor the disappearance of adhesions. In 
the presence of infection, a drain is deleterious to 
the peritoneal resistance and should be introduced 
only to exclude more malign influences. 

Postural methods may be used to favor encapsul- 
ation. 

The author believes that the use of drains should 
be restricted to cases in which it is necessary to 
exercise pressure to arrest bleeding or to isolate a 
known infected part of the peritoneum and cases in 
which the escape of a fluid along a track isolated 
from the peritoneum is anticipated or temporary 
drainage of the general peritoneal cavity is indicated. 

In cases of perforated gastric and duodenal ulcer 
most American surgeons perform a simple suture or 
excision, but some of them perform a gastro-enter- 
ostomy if the patient’s condition is good. Others, 
and especially European surgeons, have adopted 
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more radical methods such as pylorectomy and 
sleeve resection. Still others either irrigate the en- 
tire cavity or swab it out and then drain it. 

Witzel doesa gastrostomy after suture, claimingthat 
it prevents obstruction and actsasa safety valve on the 
suture line. It is of advantage also because it permits 
gastric lavage and feeding. Witzel also irrigates the 
peritoneal cavity and then closes without a drain. 

After closure of the perforation, the toilet of the 
peritoneum must be attended to. If the operation 
is done within six hours after the perforation, care- 
ful swabbing along the lesser curvature of the 
stomach, above the liver, and into each renal pouch 
will complete the toilet, and closure may be done 
without a drain. If more than twelve hours have 
elapsed since the perforation, special care must be 
taken of the parts beneath the diaphragm to prevent 
absorption or the formation of a subphrenic abscess. 
If sponging is insufficient, careful flushing with 
saline solution should be done. The renal pouches 
and the pelvis must not be neglected. Finney sug- 
gests multiple incisions for flushing and drainage. 
If the stomach is full, it should be washed out while 
the patient is on the operating table. Despite the 
assertion of Yates that postural methods are both 
futile and harmful, so far as drainage is concerned, 
the author maintains that the semi-sitting or Fowler 
position is more comfortable than others and directs 
fluids away from the diaphragm. 

After cholecystectomy, Witzel, Mayo Robson, and 
Goldmann have for years closed the abdomen with- 
out drainage. In America, surgeons have been more 
conservative until recently. Not long ago, C. H. 
Mayo said, ‘‘ More and more I am closing the ab- 
domen without drainage, in only a few instances 
satisfying my old inclination to drain by leaving the 
double strand of catgut attached to the liver where 
the fundus was separated from it and continuing in a 
suture down to the cystic duct. This catgut is 
brought out of the abdomen, but the abdomen is 
closed tightly around it.” However, at the von 
Eiselsberg, Greifswald, Crile, and Deaver clinics, 
drainage is established in practically all cases. The 
outstanding advantages of cholecystectomy without 
drainage are a smooth postoperative course, minimal 
gastric and abdominal distress, a slow and more 
regular pulse, minimal formation of adhesions, ab- 
sence of soiled dressings and irritation of the skin by 
bile, and primary healing of the adhesions. 

With regard to abdominal emergencies, such as 
gunshot and stab wounds, Churchill, who had only 
three deaths in seventy-five cases, has formulated 
the following rules: (1) Drain only in the presence of 
free pus or thick purulent fluid. (2) Do not swab. 
(3) Do not irrigate. (4) Introduce only one tube, 
and place it low down in the pelvis. 

When limited drainage is used, shock is dimin- 
ished as time is saved, there is less interference with 
the abdominal parietes, the after-treatment is less 
painful, the formation of faecal fistule is less fre 
quent, and there is less danger of adhesions and in- 
testinal obstruction. 
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Cases of general peritonitis may be divided into 
three groups: 

1. Those in which the inflammation is localized 
and a definite local abscess is present. 

2. Those in which the peritonitis is spreading away 
from the original source of infection but some part of 
the peritoneum is healthy. 

3. Those in which the peritoneum is infected 
throughout. 

In the last group, operation is indicated for the 
escape of the products of inflammation, the removal 
of the cause and any gross products of the infection, 
the emptying and drainage of the intestine if it is 
paralyzed and overdistended, and the drainage or 
packing off of the most infected part of the cavity. 

After the primary focus has been found and dealt 
with, some surgeons advocate free flushing of the 
peritoneum; others, sponging; and others, only 
drainage. Moynihan makes a second incision in 
what seems to be the best point for free drainage. 
Others make from three to five incisions, each large 
enough to take a split rubber tube. Costain believes 
that the fatal toxic absorption occurs through the 
thoracic duct and not through the subperitoneal 
capillaries or the diaphragmatic lymphatics to the 
anterior mediastinal lymphatics and thence through 
the right lymphatic duct. He therefore advocates 
lymphaticostomy. 

On the basis of 1,503 cases of appendicitis, Love 
draws the following conclusions: 

1. All cases with the band of hyperesthesia should 
be operated upon immediately. 


2. In other cases the condition will usually subside 
under proper treatment and the appendix may be 
removed from seven to ten days after the temper- 
ature and pulse have become normal. 

3. When expectant treatment fails, a delay of 
twenty-four hours will not influence the prognosis 
unfavorably. 

4. Except in cases in which the diagnosis is 
doubtful or difficulty is anticipated, the gridiron in- 
cision is the incision of choice. 

5. Stab drainage, suprapubic or flank drainage, 
favors primary union. 

If abscess formation has occurred, one may either 
open directly into the abscess or, as advocated by 
Murphy, open the peritoneal cavity and wall off the 
uninfected area before attempting to deal with the 
abscess and the appendix. When the appendix is 
not found readily, the life of the patient should not 
be jeopardized by prolonged search and operative 
trauma, 

Keen advocates inspection of the inner wall of the 
abscess for a prolongation of the tract, and the 
insertion of a glass tube into the pelvis. If aspira- 
tion shows pus, the glass tube should be left in situ 
for twenty-four hours and then replaced by a rubber 
tube. If no pus is found, a rubber tube or cigarette 
drain should be inserted at once. Keen does not 
open the abdominal cavity to explore and drain the 
pelvis. 

In conclusion, the author urges greater conserva- 
tism in the use of abdominal drains. 

Puiie J. Murpny, M.D. 
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GY NECOLOGY 


UTERUS Specifically, fibrocystic oéphoritis with cysts rich 
in lutein cells is associated with hamorrhage. On 
Bland, P. B.: Uterine Myomata and Pregnancy, the other hand, when the cysts are thin walled and 
with Special Reference to Tumor Necrosis. poor in cells, haemorrhage does not occur. Sappey 
Surg., Gynec. & Obst., 1925, xl, 367. states that from examination of the ovary alone it 
Myomata not infrequently complicate labor at can be determined whether hemorrhage has oc- 
term. A subserous tumor usually does not inter- curred or not. 
fere with parturition, but a growth in the uterine Cotte and Vachey made a study of twenty-eight 
wall may be responsible for dystocia by causing cases of uterine haemorrhage, seventeen with fibro- 
malposition of the fetus or placenta. Undoubtedly cystic ovaries and eleven with fibromata. Their 
the maternal and the fetal mortality are greatly in- findings show no constant and direct relation be- 
creased by the presence of these tumors. Pregnancy tween the number of gland-like structures in the 
seems to increase the rapidity of their growth, but ovary and a history of abnormal uterine bleeding. 
during uterine involution they undergo a certain In the authors’ opinion the importance ascribed 
amount of atrophy. to the internal secretion of the ovary is not justified. 
The author reports eight cases of red necrosis of | They see in the sympathetic nervous system an 
myomata that he has studied. ‘This condition is equally important factor, and believe that normal 
usually found in tumors of moderate size which and pathological menstruation are very probably 
are subserous or interstitial. The incised surface controlled by a reflex initiated by the ovaries. 
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of the tumor mass is usually dry and resembles raw The latter conception has a definite clinical basis, 

or partially cooked beef. A peculiar fish-like odor, to be developed in a subsequent publication. A 

probably due to amines, is emitted from the incised sympathectomy of the hypogastric artery was re- ' 

surface. Most observers believe that the necrosis is cently performed on a young patient suffering from 

due to the hemolytic action of the lipoids. dysmenorrhoea with menorrhagia lasting three 
The symptoms caused by this condition resemble weeks. Following the operation the menses returned ' 

those of appendicitis or ruptured tubal pregnancy. without pain and with a duration of four days. 

In cases in which the tumor complicates pregnancy If conservative therapy directed to the sympa- } 

the pain is apt to begin suddenly and with intensity. thetic fulfills expectations, castration by physical 
With regard to the treatment it is believed that a agents or operation will no longer be necessary. 

simple expectant plan may be instituted with the Ateert F. De Groat, M.D. 


hope of carrying the patient to full term and then 


effecting delivery by section and performing a con- ADNEXAL AND PERIUTERINE CONDITIONS 
servative operation or a hysterectomy as the case 


may demand. Harry W. Fink, M.D. Tixier, L., and Pollosson, E.: Ovarian Tumors with ; 
Uterine Fibroids in the Aged (Fibromes utérins 
Cotte and Vachey: The Function of the Lutein et tumeurs ovariennes chez les femmes Agées). Gynéc. 
Cells of the Ovary in Uterine Hamorrhages et obst., 1925, Xi, 1. 
(Sur le réle de cellules lutéiniques de l’ovaire dans les Lesions of the adnexa are frequently associated 


hémorragies utérines). Kev. frang. de gynéc. et d’obst., with uterine fibroids. This and other associations 
1925, XX, 18. and the reaction of different portions of the genital 
The existence of metrorrhagia and menorrhagia organs upon one another have attracted general 
of ovarian origin is no longer questioned. The re- attention but little has been done to establish the 
moval of a diseased ovary often suffices to arrest relation of lesions of the ovary alone, particularly 
the haemorrhages, but the manner in which the neoplasms, to fibroids. 


eee 


Ovary exerts its influence remains as obscure as its The authors believe that they are able to dis- 
function in menstruation. tinguish a group of cases forming a definite clinical 
Since the investigations of Iscovesco, a number of _ picture which hitherto has been regarded as en- 


gynecologists have reported the presence in the  tirely accidental. The essential features are the 
ovary of lipoids capable of provoking hyperemia following: 

and rapid hyperplasia of the endometrium and The patient is generally past 60 years of age and 
myometrium. Forgue and Massaluau, de Rouville, has had a fibroid for many years. There is a history 
and Sappey have developed this work in France. of delayed menopause followed by years of perfect 
hey believe that menstruation is due to the in- health broken, at the most, by occasional attacks of 
ternal secretion of the ovary and that certain abdominal pain or intestinal disturbance. Even- 
pathological haemorrhages are caused by hyper- tually, with a sudden onset, severe pain develops 
function of this organ. with fever, enlargement of the abdomen, and a 
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decline in the general health. Pain is a constant 
symptom. Beginning in the abdomen, it frequently 
radiates to the back and thighs and becomes very 
intense. It is often coincident with abortive attacks 
of ileus or symptoms of bladder compression. In- 
continence or retention of urine may be a feature of 
the syndrome. The temperature oscillates between 
100 and ror degrees F. Ascites is fairly constant 
but remains for a long time difficult to detect. Im- 
portant in the symptomatology is the absence of an 
abnormal vaginal discharge. 

On examination, irregular painful masses may be 
felt in the cul-de-sac. A tumor may be found super- 
imposed on the fibroid. The abdomen is tympanitic, 
and the peritoneal effusion interferes with the process 
of palpation. 

Operation at this stage discloses a voluminous 
tumor of the ovary with peritoneal and visceral 
metastases. 

If the existence of this syndrome is borne in mind, 
the diagnosis is relatively simple, but early in the 
disease the symptoms are usually attributed to the 
fibroid. The fever leads to confusion with pelvic 
inflammatory disease. ‘These errors will not be 
committed if it is remembered that a fibroid seldom 
causes trouble after the menopause and that sal- 
pingitis in the aged is rare. The absence of leucor- 
rhoea or bleeding eliminates the usual malignancies 
of the uterus. Pelvic examination shows that the 
fibroid has remained unaltered through the progress 
of the condition. 

The treatment is operative. No preliminary trials 
of X-ray or radium therapy are to be considered, 
even when an exact diagnosis is pending. 

ALBERT F. De Groat, M.D. 





Koucky, J. D.: Ovarian Dermoids. Aun. Surg., 
1925, Ixxxi, 821. 

Patients with ovarian dermoids usually come to 
the surgeon during the fourth and fifth decades of 
life. 

Unilateral dermoids do not markedly interfere 
with childbearing but bilateral dermoids definitely 
reduce this function. 

The symptoms of ovarian dermoids are due to 
pressure on the surrounding organs and to com- 
plications. In spite of the marked distortion and 
destruction of the ovaries, the menstrual flow is 
increased rather than diminished. 

A roentgenological examination made in a small 
number of cases revealed pelvic shadows in half of 
them. 

Bilateral dermoids were found in 13 per cent of 
the cases, a twisted pedicle in 5 per cent, infection 
in 3 per cent, malignant change in 1 per cent, and 
an associated ovarian cystadenoma in 3 per cent. 

The average weight of forty-six tumors was 
532.76 gm. 

The sac of the cysts was markedly thickened in 
5 per cent of the cases studied, partially calcified 
in 8 per cent, and sacculated in 15 per cent. 

The focus was flat or grossly unrecognized in 41 
per cent of cases, a nodule in 24 per cent, a bridge 
in 32 per cent, a web in 3 per cent, and complex in 
I per cent, 

Derivatives of the ectoderm were found in all 
specimens, derivatives of the mesoderm in 94 per 
cent, and derivatives of the entoderm in 57 per 
cent. Thyroid tissue in amounts which could be 
recognized macroscopically was present in 14 per 
cent. E. L. Cornett, M.D. 




















































PREGNANCY AND ITS COMPLICATIONS 


Portes and Blanche: A Critical Study of Radio- 
pelvimetric Methods (Etude critique des procédés 
radio-pelvimétriques). Gynéc. el obst., 1924, X, 416. 

Radiopelvimetry was devised to determine dis- 
proportion between the maternal pelvis and the 
head of the fetus, but exact X-ray measurements of 
the fetal head have not been obtained. Radio- 
pelvimetry has been applied largely to the superior 
and inferior strait and the hollow of the sacrum. 

Direct X-ray measurement of the superior strait 
is impossible because the image is a conical pro- 
jection and hence is magnified; it is impossible to be 
certain that the X-ray plate is parallel with the 
superior strait; all points of the superior strait are 
not in the same plane; and measurements based on 
a single plate exposure give only approximately 
accurate results even when corrections are made. 

Methods based on the mathematical principle of 
the intersection of cones are accurate in theory. 
Whatever the shape of the superior strait or its in- 
clination to the X-ray film, two images are obtained 
by displacing the tube in relation to the pelvis and 
film. These two images represent the bases of two 
cones whose apices are the two positions of the X-ray 
tube. Since all points of the superior strait are not 
in the same plane, the images are the orthogonal 
projections of the superior strait, that is to say, the 
image that would be obtained if all of the rays were 
parallel and perpendicular to the film. The inter- 
section of the two cones is the outline of the superior 
strait. The determination of the intersection of the 
two cones whose bases (roentgenographic images), 
apices, and heights are known, is a simple mathe- 
matical problem. When the orthogonal projection 
and the position of all of the points are known, it is 
easy to obtain by a simple geometrical construction 
the distance (diameter) which separates any two 
points of the superior strait. 

In practice, the two positions of the X-ray tube 
may be determined by horizontal or vertical dis- 
placement. The horizontal displacement method 
was described by Contremoulins in 1901. This pro- 
cedure, although very exact, has the following 
disadvantages: 

1. It is difficult to use. 

2. It isan expensive, long procedure as it requires 
four plates and the establishment of a double con- 
struction for the anterior and posterior parts of the 
pelvis. 

3. Re-articulation of the two constructions at 
the level of the sacro-iliac joint is difficult because it 
is hard to find the homologous points in the films 
after the two lumbar and pelvic centerings. 

4. The visibility of the sacral promontory is poor. 
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By the ventral displacement method, which was 
devised by one of the authors and is easier to execute 
and just as exact, the orthogonal projection and the 
position of any point in the superior strait can be 
obtained simultaneously. The patient is placed in 
ventral decubitus on a frame containing slides for 
films, and the tube is centered perpendicularly to 
the table 30 cm. behind the tip of the coccyx. The 
first film is taken with the tube at a height of 60 
cm., and the second with the tube at a height of 
80 cm. 

The position of ventral decubitus, which is well 
tolerated and painless, gives the best visibility of 
the promontory and posterior part of the pelvis, 
so that two films are sufficient and the difficult artic- 
ulation of the two diagrams of the superior strait 
at the level of the sacro-iliac joint is avoided. It 
has been used by Fabre and Commandeur in Lyons 
for twenty years and at the Hétel Dieu at Paris for 
ten years. The woman’s weight tends to immobilize 
the fetus and diminish the transverse thickness of 
the soft parts. 

The authors have verified their method many 
times on the diameters of normal and deformed dry 
pelves, with the error always within 1 or 2 mm. 
They have also studied twenty pregnant women, 
twelve of whom had a normal pelvis and eight a 
deformed pelvis. As a rule the figures coincided 
with the results of touch measurements. In two 
cases they were exactly identical. In six cases com- 
pared by the method of Fabre the figures were prac- 
tically the same for the transverse and oblique diame- 
ters but showed greater differences for the antero- 
posterior diameters. 

If the two successive positions of the X-ray tube 
are connected by threads with homologous points 
of the two contours, the intersections of the threads 
two by two in the two cones thus formed will give 
the outline of the superior strait. If these points 
of intersection are united by a deformable metal 
strip, a model of the superior strait results. 

For a study of the hollow of the sacrum, dorsal 
decubitus is necessary. The X-ray tube is centered 
on the middle of the anterior bi-iliac line with the 
focus first 50 cm. from the film and then vertically 
displaced to 80 cm. This view shows the vertebral 
bodies limited laterally by the very clear outline of 
the anterior sacral foramina, the sciatic notch, 
spines, ischii, pubic arch, the first coccyx, and 
sometimes the clear space of the symphysis pubis 
and the tip of the coccyx. 

The inferior strait is completely accessible to 
direct exploration and is of little X-ray interest. 
Measurement may be made by the authors’ method 
on the film used for the study of the hollow of 
the sacrum. Varnier obtained exact measurements 
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with the woman seated and the ischiopubic rami 
against the X-ray film so that the inferior strait was 
in profile and of true size. 

The authors believe that, as methods with a 
mathematically exact principle furnish accurate 
measurements of all parts of the pelvis, systematic 
examination of deformed pelves and of the mechan- 
ism of labor in normal and contracted pelves may 
be made. Water C. Burket, M.D. 


Rush, J. O.: The Treatment of the Pyelitis of 
Pregnancy with a Retention (Indwelling) Ure- 
teral Catheter: Report of a Case. Surg., Gynec. 
& Obst., 1925, xl, 428. 

Pyelitis of pregnancy is most frequently caused 
by the colon bacillus. The condition may be un- 
recognized unless a search for pathogenic organisms 
is made as a routine feature in the examination 
of the urine of pregnant women. Any condition 
blocking free drainage through the ureter causes 
the characteristic septic fever curve, nausea, vomit- 
ing, weight loss, and urinary frequency. In some 
cases it may cause dysuria. When the condition 
occurs after labor it may be confused with puerperal 
fever. When pus is found in the urine of a pregnant 
woman a careful investigation should be made. 

The author questions the value of urinary anti- 
septics since the ingestion of large quantities of 
water alone will dilute the urine and flush the renal 
pelvis. The experience of others in the treatment of 
pyelitis of pregnancy has shown that the severe 
symptoms are due to the blocking of the right ureter 
by pressure, and that with the relief of this obstruc- 
tion the condition is relieved. Some obstetricians 
have advocated interruption of the pregnancy. 
Others have obtained successful results from 
lavage of the renal pelvis by silver salts. Ne- 
phrotomy has been practiced, but in such cases the 
sinus persisted until the pregnancy was terminated. 

Recently Caulk and others have shown that 
drainage of the renal pelvis by catheter is effective 
except in cases in which the pelvis and ureter are 
dilated. The drainage should be continued until 
culture of the urine is negative. If symptoms of 
sepsis persist in spite of pelvic drainage, there may 
be an obstruction of the ureter, a periureteral 
abscess, or destructive infection of the kidney. 

In a series of cases which are reported in detail, 
the author used the X-ray ureteral catheter to 
obtain continuous drainage. By this means he 
avoided operative procedures and further com- 
plications. A No. 9 catheter having been passed to 
the kidney pelvis, as much pus was aspirated as 
possible and the catheter then left in place and 
fastened against the inner side of the thigh to a 
drainage bottle. When the catheter became ob- 
structed it was washed out with normal saline solu- 
tion by the nurse. The patient sat up and was given 
a glass of water every half hour. Liquids were 
forced, and the bowels were kept active. 

Stricture never resulted, even when, in one case, 
the catheter was left in for twenty-six days. At the 
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time of the insertion of the catheter the left ureter 
was not entered if the urine coming from it was 
clear, but if the urine was cloudy, a No. 5 catheter 
was used for lavage and was withdrawn after the 
injection, by gravity, of ro per cent silvol, a 1:3,000 
solution of acriflavine, a 14 to 2 per cent solution of 
silver nitrate, or sterile water. 
The following conclusions are drawn: 
1. The use of the ureteral catheter is the method 
of choice for drainage in pyelitis or pyelonephritis, 
2. Even in children, the use of the retention 
ureteral catheter is preferable to other methods of 
treatment for pyelitis and pyelonephritis. 
3. Catheter drainage is to be preferred to lavage 
with drugs. 
4. Catheter drainage should be given a trial before 
surgical procedures are considered. 
5. X-ray catheters should be used as they do not 
collect urinary deposits. 
Virci. E. DupmMan, M.D. 
Alton, B. H., and Lincoln, G. C.: The Control of 
Eclampsia Convulsions by Intraspinal Injec- 
tions of Magnesium Sulphate. Am. J. Obst. & 
Gynec., 1925, ix, 167. 
Lazard, E.M.: A Preliminary Report on the Intra- 
venous Use of Magnesium Sulphate in Puer- 
peral Eclampsia. Am. J. Obst. & Gynec., 1925, ix, 


178. 

Wilson, K. M.: A Comparison of the Results 
Obtained After Radical and Conservative 
Treatment of Eclampsia in the Obstetrical 
Department of the Johns Hopkins Hospital. 
Am. J. Obst. & Gynec., 1925, ix, 189. 


ALTON and LINCOLN report four cases of severe 
convulsions due to eclampsia which were treated 
with magnesium sulphate by the intrathecal route. 
The salt was not used until a thorough eliminative 
treatment had failed to control the convulsions. 
After each injection of magnesium sulphate the con- 
vulsions immediately ceased. The minimal time in 
which convulsions were controlled was eighteen 
hours. One patient was in coma when she was 
admitted to the hospital. Her condition seemed 
hopeless from the beginning. She did not regain 
consciousness before death, but the magnesium sul- 
phate controlled the convulsions. In another case 
the autopsy showed that the patient had previously 
suffered considerable damage to several organs and 
this was probably responsible for her death. 

The convulsions in eclampsia are presumably of 
cerebral origin, but it has not been definitely estab- 
lished just where and how they develop. 

The amount of magnesium sulphate to be used is 
I c.cm. of a 25 per cent solution to each 25 lbs. of 
weight. When larger doses are used, the respiratory 
center is depressed and respirations may cease. The 
heart action and pulse, however, are unaffected. In 
cases of respiratory failure following an overdose of 
magnesium sulphate, to c.cm. of a 25 per cent cal- 
cium chloride solution given intravenously will have 
a balancing action on the magnesium salts. When 
respiratory failure occurs, artificial respiration 
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should be begun immediately and continued until 
normal respiration is established. 

LAZARD reports the treatment of eclampsia as 
developed at the Los Angeles General Hospital, 
which consists in the intravenous administration of 
20 c.cm. of a 10 per cent solution of magnesium sul- 
phate as soon after the first observed convulsion as 
possible and the use of eliminative measures, such as 
phlebotomy, gastric lavage, the administration of 
castor oil, and colonic flushings with glucose and 
soda as in the treatment of any other toxemic con- 
dition. The author believes that the best results are 
obtained by the least handling of the patient 
necessary to obtain the desired results. 

There have been eleven antepartum cases, one 
intrapartum case, and five postpartum cases. One 
patient died before delivery. In one case, artificial 
rupture of the membranes was done and followed by 
spontaneous delivery. In another, the membranes 
were ruptured and a bag was inserted to induce 
delivery, which was then completed spontaneously. 
In another case, a six months’ pregnancy, labor was 
induced by the bag after recovery from eclampsia 
and the fetus was delivered spontaneously. In one 
case a Classical cesarean section was done after the 
convulsions had been controlled. In seven cases 
spontaneous delivery occurred without any inter- 
ference. 

Ten of the patients were in convulsions at the time 
of their admission to the hospital and in these cases 
the number of attacks was unknown. One had had 
two convulsions; one, three; one, four; two, six; one, 
eight; and one, ten convulsions before treatment was 
begun. Ten had no further convulsions after the 
first intravenous injection and four had one con- 
vulsion. One had two convulsions after the first 
injection and two after the second. One had four 
convulsions after the first injection, four after the 
second, and one after the third. In all, this patient 
had seventeen convulsions before they were con- 
trolled. Three patients were given only one injec- 
tion of 20, 25, and 20 c.cm. respectively. Eight had 
two injections of 20 and 10 c.cm., 25 and 10 c.cm., 
25 and 10 c.cm., 25 and 15 c.cm., 25 and 15 c.cm., 
and 20 and 20 c.cm. respectively of a 10 per cent 
solution. One had two injections of 2 c.cm. of a 
50 per cent solution. Five had three injections of 
20, 10, and 20 c.cm., and 20, 25, and 20 c.cm. 
respectively of a 10 per cent solution. 

Of the eleven babies delivered after the institu- 
tion of treatment five were alive, one was stillborn 
at term, and five were stillborn before term. 

The first cases were given considerable other 
treatment, such as phlebotomy, saline infusions, 
colon flushings, etc., while the later cases were given 
very little other treatment and were disturbed as 
little as possible. In the latter hypodermoclysis was 
not used and very little morphine was given. 

In the seventeen cases there was one maternal 
death, a mortality of 5.88 per cent. The previous 
mortality in cases of severe eclampsia was about 30 
per cent. 
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Eclampsia is essentially a medical complication of 
pregnancy. The pregnancy should not be interfered 
with during the treatment unless there is an urgent 
obstetrical indication. In the cases reviewed, inter- 
ference was necessary only in a case of eclampsia 
occurring at the end of five and one-half months. 
In this instance labor was induced only after the 
active eclampsia had been entirely overcome; the 
toxemic condition was still present. 

The following conclusions are reached: 

1. By the intravenous use of magnesium sulphate 
in sufficient dosage the convulsions of eclampsia can 
be controlled and the coma cleared. 

2. The intravenous use of magnesium sulphate 
reduces oedema and promotes diuresis, thus elimina- 
ting the toxins. 

3. Other eliminative measures, such as catharsis, 
phlebotomy, lavage, and colonic flushings may be 
used as adjuvants. 

4. Surgical interference with the pregnancy 
should not be undertaken during the eclamptic 
attack, except for the most urgent obstetrical 
indication. 

WILSON reviews 247 cases of eclampsia treated in 
the obstetrical clinic of the Johns Hopkins Hospital, 
Baltimore. These are divided into two groups, 
according to the lines of treatment followed. The 
first series includes 110 cases treated in the clinic 
in the period from its opening in 1894 up to the year 
1912. Of these, sixty-one were of the antepartum, 
twenty-four of the intrapartum, and twenty-five of 
the postpartum varieties. There were twenty-five 
maternal deaths—fifteen in the antepartum cases, 
six in the intrapartum cases, and four in the post- 
partum cases, mortalities of 24.6, 25, and 16 per 
cent respectively. The gross maternal mortality in 
this series was 22.7 per cent. 

In the treatment of the antepartum and intra- 
partum cases in this series, the prime object was 
immediate delivery. After delivery other proce- 
dures, such as sweating, purging, venesection, and 
the administration of sedatives and large amounts 
of fluid were used according to the condition of the 
patient. Immediate delivery, however, was the first 
consideration. The choice of procedure depended 
largely on the condition of the cervix. In the ante- 
partum cases, particularly, this involved the per- 
formance of numerous major obstetrical operations. 
In the earlier years, accouchement forcé with instru- 
mental and manual dilatation of the cervix followed 
by high forceps delivery or version was the procedure 
usually employed. Later, the vaginal hysterotomy of 
Duehrssen was employed extensively, and abdom- 
inal cesarean section to some extent. 

Since 1912, 137 cases of eclampsia have been 
treated in the clinic along more conservative lines 
with most pronounced improvement in the results as 
regards the mother; the gross maternal mortality 
has been reduced one-half. 

In the treatment of the patients in the second 
series, free venesection has been the most important 
feature. The amount of blood withdrawn has varied 
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according to the reaction of the patient. Most of the 
patients withstood the withdrawal of considerable 
quantities of blood without showing any alarming 
symptoms. While, in general from 500 to 700 c.cm. 
of blood have been withdrawn, in some cases as 
much as 1000 c.cm. has been taken if the patient has 
reacted well. 

Morphine has been used alone or combined with 
venesection to a considerable extent. According to 
the régime followed during the past two years 
patients suffering from antepartum or intrapartum 
eclampsia are placed in a quiet, darkened room and 
disturbed as little as possible. A hypodermic injec- 
‘tion of 4 gr. of morphine is given at once. If necessary 
this is repeated (particularly in the presence of undue 
restlessness or repeated convulsions) but not more 
than % gr. is given in the first twenty-four hours. 

After the second convulsion venesection is per- 
formed under nitrous oxide anwsthesia if necessary. 
Water is given as freely as desired when the patient 
is conscious. Those who cannot drink on account of 
coma are given 500 c.cm. of 5 per cent glucose solu- 
tion intravenously. This may be repeated in twelve 
hours. A special nurse is;in constant attendance 
until the patient is permanently out of coma. No 
attempt is made at delivery until the cervix is fully 
dilated, unless there is some definite maternal indica- 
tion apart from the eclamptic condition. Under this 
management the maternal mortality has been 12.8 
per cent. Epwarp L, CornELL, M.D. 


Speidel, E.: The Conservative Treatment of 
Eclampsia. Am. J. Obst. & Gynec., 1925, ix, 320. 

Stander, H. J.: The Treatment of Eclampsia by 
the Stroganoff Method. Am. J. Obst. & Gynec., 
1925, ix, 327. 

King, E. L.: The Conservative Treatment of 
Eclampsia, with a Report of Cases. Am. J. Obst. 
&Gynec., 1925, ix, 338. 

SPEIDEL reports eleven cases of eclampsia with 
two maternal and three fetal deaths. With regard 
to the treatment he states that the patient should 
be placed in a bright room, lying on her side with 
her head low and near the edge of the bed. Especial 
care must be taken to prevent the aspiration of 
secretions into the lungs. No anesthetic should be 
used during the convulsions, but nitrous oxide- 
oxygen may be employed during the manipulations 
to prevent them. A hot wet pack, preferably with 
the electric blanket should be used to secure relaxa- 
tion and expedite delivery. 

If the blood pressure is above 150 mm. and the 
convulsions continue, 500 c.cm. of blood should be 
withdrawn by venesection and replaced by 500 
c.cm. of ro per cent glucose solution. 

At present the Rotunda method gives the best 
results. 

As eclampsia is always an emergency condition, 
every hospital should establish a definite routine so 
that, while the arrival of the staff is being awaited, 
measures may be begun at once by specially trained 
nurses and the house physician. 


Reports upon the results of such routines by the 
larger maternity hospitals should be sent to the 
American Association of Obstetricians, Gynecolo- 
gists, and Abdominal Surgeons every year in order 
that the treatment of eclampsia may be improved. 

STANDER states that about 70 per cent of Stro- 
ganoff’s eclamptic patients had no convulsions 
before their admission to his clinic, and of these, 50 
per cent had only one convulsion. In Stander’s 
opinion, not all had true eclampsia; in some, the 
condition was probably a nephritic toxemia with 
convulsions. Two-thirds of the maternal deaths were 
in cases in which four or more convulsions had 
occurred before the patient’s admission to the 
clinic. In the period from 1916 ‘to 1924 the mor- 
tality in such cases was 9.2 per cent. 

The Stroganoff method has not been given a fair 
trial outside of Russia. Nearly all of the European 
clinics are agreed as to the use of morphine, but 
differ with regard to the other steps in the treat- 
ment. Two features of Stroganoff’s method which 
seem irrational to Stander are the use of chloroform 
and the removal of not more than 400 c.cm. of 
blood by venesection. 

Stander cites statistics from Stroganoff’s clinic. 

KING states that until recently in New Orleans, 
radical measures were preferred in the treatment of 
eclampsia. In studying the abdominal casarean 
sections at the Charity Hospital from 1909 to 1921 
inclusive, he found sixty-two cases of eclampsia 
with twenty maternal deaths, a mortality of 32.26 
per cent. This year the conservative method was 
given a trial on the service of Miller. The results 
have been extremely gratifying as not a single 
mother has been lost from eclampsia since its use. 
In general, the plan of treatment is as follows: 

On the patient’s admission, % gr. of morphine is 
given and from 500 to 800 c.cm. of blood are with- 
drawn by venesection. As a rule, the convulsions 
cease after this treatment. If they do not, 1% gr. of 
morphine is given as indicated. Sometimes, also, 
chloral hydrate or potassium bromide or both are 
given by rectum in large doses (30 to 60 gr.) every 
four to six hours as indicated. 

After a period of rest, a 5-gal. colonic flush of a 
2% per cent solution of sodium bicarbonate solu- 
tion is given. The stomach is washed out, if neces- 
sary, and Epsom salts or castor oil, preferably the 
former, may be introduced through the tube. 

The termination of the pregnancy is considered 
last of all. If the patient is in labor, or if labor super- 
venes during the procedures described, it is allowed 
to continue naturally. If it does not come on, it 
should be induced, but not, as a rule, until the con- 
vulsions have ceased and the patient’s condition 
has improved. E. L. Cornetr, M.D. 


Fulton, G.: The Indications and Methods of In- 
ducing Abortion and Premature Labor. <Kev- 
lucky M. J., 1925, xxiii, 120. 

According to the author, abortion or premature 
induction of labor is indicated in all cases of the 
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toxemic type of vomiting of pregnancy, placenta 
previa, infection of the uterine contents, hydatidi- 
form mole, active tuberculosis, decompensated 
cardiac lesions, pre-eclamptic toxemia, nephritis 
with a high blood pressure, albuminuric retinitis and 
albuminaturia, pyelitis complicated with pyelo- 
nephrosis during the latter months, and hydramnios 
with marked distention. 

In conclusion Fulton states that the only indica- 
tion for abortion is the preservation of the life of the 
mother. In the interest of the child the induction of 
premature labor should be deferred as late as possible. 
The method employed should be that which com- 
bines the greatest safety with the greatest simplicity 
of performance which is possible in the particular 
case. Rotanp S. Cron, M.D. 


Spencer, H. R.: Ovarian Tumors Complicating 
Pregnancy, Labor, and the Puerperium. Brit. 
M. J., 1925, i, 500. 

In 1920 the author reported his experience up to 
that date in the treatment of ovarian tumors com- 
plicating pregnancy, labor, and the puerperium. In 
his first series of cases, fifty-five in number, there 
was one maternal death, which was due to intestinal 
obstruction. In the eight cases reviewed in this 
article there was one maternal death due to pul- 
monary embolism on the twenty-fourth day. The 
mortality of the sixty-three ovariotomies was there- 
fore 3.1 per cent. 

In two cases cwsarean section was performed 
before the tumor was removed, and in another case 
a parovarian cyst was removed in the thirty-first 
week of gestation. Spencer believes it possible that 
the improved technique used in closure of the 
uterine wound with silk, by which the formation of 
strong adhesions is avoided, may warrant the per- 
formance of operation more frequently in these 
cases than was formerly thought advisable, but on 
the other hand, the death of one patient caused him 
to regret having departed from the rule not to 
operate in the latter half of pregnancy until near 
term or during or after labor. 

Of the author’s eight patients with a parovarian 
cyst, only four were seen during pregnancy. In one 
case a living child was delivered with the forceps, 
and the cyst was removed eight weeks later. In 
another case, a cyst the size of an emu’s egg with a 
pedicle which had undergone torsion was removed 
with the blood-infiltrated ovary two hours after the 
occurrence of the torsion in the thirteenth week of 
pregnancy. Abortion occurred twelve days later, 
but the patient has since had four children, two 
boys and two girls. This was the only case in which 
the ovary was removed. In one patient removal of 
the cyst immediately after caesarean section at term 
was followed by thrombosis of the femoral vein. In 
another case, the cyst was removed at the thirty- 
first week and death occurred from pulmonary 
embolism on the twenty-fourth day. 

A consideration of McKerron’s nine cases, 
Dsirne’s four cases, and his own eight cases lead 
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Spencer to the conclusion that parovarian cysts, 
intrinsically so benign, have special dangers when 
they complicate pregnancy. However, as it is 
impossible to establish rules of treatment from such 
a small number of cases, he urges every gynecologist 
who has had a considerable experience to report all 
of his cases. 

Spencer believes that in the second half of preg- 
nancy operation should be performed only at term 
or during or after labor. While casarean section 
may be advisable for parovarian cysts in the pelvis, 
it is rarely necessary for benign non-adherent 
ovarian cysts. Rotanp S. Cron, M.D. 


Miller, H. A.: Hemorrhages of Pregnancy. A /lantic 
M.J., 1925, xxviii, 272. 

In ectopic gestation there is a definite, unilateral, 
constant pain with abdominal rigidity and sensitive- 
ness to pressure, while in abortion the pain is located 
over the fundus of the uterus, is intermittent in 
character, and usually is not associated with ab- 
dominal rigidity except during uterine contraction. 

In some cases the probable duration of the preg- 
nancy indicates the correct diagnosis. In ectopic 
pregnancy, rupture occurs in the period from the 
eighth to the thirteenth week. Abortion may occur 
at any time during pregnancy. 

Vaginal and labial varicosities are usually found 
readily if an examination is made for them, and 
cervical erosions or polypi are rarely missed in either 
a digital or a speculum examination. 

As normal menstruation ceases during pregnancy, 
hemorrhages in the first three months must be 
accounted for by one of the conditions mentioned. 
During the second three months there may be con- 
stant danger of abortion or miscarriage with hamor- 
rhage. In the third three months, premature separa- 
tion of the normally inserted placenta may occur. 

It has long been recognized that the toxamias of 
pregnancy predispose to premature separation of the 
placenta, but the exact cause is still unknown. Def- 
initely proved focal infection is present in a large 
number of the cases, and in those in which such an 
infection cannot be located the condition may be 
readily accounted for by submerged tonsils, chronic 
sinusitis without pain, painless apical tooth absces- 
ses, or tooth infections without abscess formation. 

Unlike the haemorrhage of premature separation 
of the normally inserted placenta but occurring in 
the same trimester is the haemorrhage of placenta 
praevia, a painless, causeless bleeding, usually with 
one or sometimes two or more slight haemorrhages. 
In such cases a thickened, gritty mass is felt between 
the examining finger and the presenting part of the 
fetus whereas in cases of premature separation of 
the normally inserted placenta the presenting part 
of the fetus can be palpated easily. 

Both types of uterine hemorrhage are serious, 
both are permanently controlled only after the 
uterus is emptied, and both demand surgical inter- 
vention varying from the introduction of a bag to 
version or cesarean section. In placenta praevia 
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the choice is made after the consideration of the 
relative size of the fetus and the passage, and of the 
degree of centrality and cervical dilatation. 

Cart H. Davis, M.D. 


Helvestine, F., Jr.: Ectopic Pregnancy: An Analy- 
sis of Ninety-Five Cases. Virginia M. Month., 
1925, li, 747. 

The author’s youngest patient with ectopic preg- 
nancy was 18 years of age, and his oldest patient, 44 
years. Fifty-six per cent of his patients with this 
condition were between 25 and 35 years of age in- 
clusive, and 96 per cent were between the ages of 
21 and 40 years inclusive. 

Two of his ninety-five patients were unmarried 
women, five were widowed, and two were divorced. 
Two-thirds of the patients had not been pregnant 
more than twice; 17.2 per cent had had no preg- 
nancies; 28.5 per cent had had one pregnancy; and 
20.9 per cent had had two pregnancies. One patient 
had been pregnant eleven times, the twelfth preg- 
nancy being extra-uterine. 

Symptoms had been noted for from four to eight 
weeks in 86 per cent of cases. Pain was present in 
all but one case. It varied widely in degree and 
character. In some instances it was sharp and lan- 
cinating, while in others it was of a dull character. 
A large percentage of the patients described their 
pain as cramp-like, comparing it with labor pains. 
In 55 per cent of the cases there was a history of 
acute attacks with severe pain. Some of the pa- 
tients had several attacks gradually increasing in 
severity. The site of the pain was usually in the 
right or the left lower quadrant of the abdomen or 
across the entire lower abdomen. 

Very few of the patients gave a history of missing 
a menstrual period; a delay in the appearance of 
the menstrual flow was most often the rule. In 
some cases menstruation had become more frequent. 
Seventy-three per cent of the patients gave a his- 
tory of uterine hemorrhage. The bleeding usually 
followed an attack of pain. 

Nausea and vomiting accompanied the attacks 
of pain in forty-one cases and nausea alone occurred 
in fourteen cases. In twenty-two cases, there was a 
history of dizziness and fainting. Complete loss of 
consciousness occurred in only a small number. 
Sixteen of the patients were in various degrees of 
shock upon their admission to the hospital. 

In the majority of cases the temperature at the 
time of admission was not over 100 degrees F. The 
average temperature in the cases of tubal ruptures 
and abortion and those without tubal rupture was 
99.6 degrees F. In the tubo-abdominal cases it was 
slightly higher. In the cases of tubal rupture and 
tubal abortion the pulse rate averaged 93 to the 
minute; in the cases without rupture, 86; and in the 
cases of abdominal pregnancy, 104. 

In most cases the respiratory rate was slightly 
increased; the average rate was 22 to the minute. 

The highest temperature recorded was 103 
degrees F., the highest pulse rate 140 to the minute, 








and the highest respiratory rate 36 to the minute. 
As a rule the cases in which there was an accom- 
panying pelvic inflammatory disease had the higher 
temperature, pulse, and respiratory rate. 

The leucocytes averaged 11,000 in the cases of 
tubal rupture and tubal abortion, 8,000 in the cases 
without rupture, and 16,000 in the cases of abdom- 
inal pregnancy. In the cases of tubal rupture and 
abortion the hemoglobin averaged 71 per cent; in 
the cases of abdominal pregnancy, 36 per cent; and 
in the cases of unruptured tubal pregnancies, 77 per 
cent. The Wassermann reaction was recorded only 
twenty-three times, and in just one case was it 
reported positive. 

On examination, the abdomen was found to be 
distended in thirty-seven cases. In eight of this 
number, a movable dulness could be made out in 
the flanks. In 50 per cent of the cases there was 
tenderness across the entire lower abdomen, and in 
others it was present in either the right or left lower 
quadrant of the abdomen. In the majority of the 
cases, tenderness was accompanied by rigidity. In 
some cases an abdominal mass could be palpated, 
but this was not the rule. 

Vaginal examination showed the cervix to be 
softer than normal in go per cent of the cases, and 
in the majority some enlargement of the uterus was 
noted. A mass was palpable posterior to the cervix 
in the cul-de-sac in 38 per cent of the cases; in 28 
per cent it was in the right vaginal fornix; in 19 
per cent, in the left vaginal fornix; and in 4 per cent 
in both lateral fornices and the posterior cul-de-sac. 
In 11 per cent no masses were palpable. The masses 
were usually tender and fluctuant, and were de- 
scribed as being velvet-like. 

Cases of tubal abortion and tubal rupture con- 
stituted 68 per cent of the series. These are grouped 
together because in some of the earlier histories the 
pathological description was not full enough to dis- 
tinguish between the two. In 29 per cent the tube 
was unruptured. Three per cent of the cases were 
of the abdominal type. The pathological findings 
were on the right side in 60 per cent of the cases and 
on the left side in 40 per cent. 

An associated pelvic inflammatory disease was 
found in 55 per cent of the cases, ovarian cysts in 7 
per cent, and uterine myomata in 3 per cent. In 4 
per cent of the cases the uterus was retrodisplaced 
and in 2 per cent an operation for suspension of the 
uterus had been done. Two of the patients had had 
previous operations for ectopic pregnancy. 

In ninety-one cases an abdominal operation was 
performed, while in the remaining four a pelvic 
puncture alone was done. A unilateral salpingec- 
tomy was done in sixty-three cases, and a double 
salpingectomy in twenty-seven. One ovary was 
removed in forty-seven cases, both ovaries were 
removed in seven cases, and the uterus was removed 
in six cases. 

There were five deaths in the series, a mortality of 
5.2-per cent. Two of the deaths were due to pul- 
monary embolism occurring a number of days after 
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the operation; one was due to postoperative intes- 
tinal obstruction; one, to haemorrhage and shock; 
and one to shock following an extensive operation in 
which the large bowel was torn. 

Roranp S. Cron, M.D. 


Novak, E., and Darner, H. L.: The Correlation of 
Uterine and Tubal Changes in Tubal Gesta- 
tion. Am. J. Obst. & Gynec., 1925, ix, 295. 

This article is based upon the study of twenty-one 
cases of tubal pregnancy in which, in addition to the 
tubal gestation sac, the uterine mucosa was avail- 
able for study, thus affording an opportunity for the 
correlation of the changes which had taken place in 
both the uterus and the tube. 

The decidual reaction occurring in the uterus in 
extra-uterine pregnancy is found to be identical with 
that of normal gestation so long as the embryo is 
alive. With the death of the embryo the superficial 
compact portion, with at times a considerable part 
of the spongy glandular layer, is cast off. The mech- 
anism of the separation is strongly suggestive of that 
observed in connection with the throwing off of the 
corresponding portions of the endometrium in the 
non-pregnant woman at the time of menstruation. 

The great majority of cases of tubal pregnancy 
come under observation only after the death of the 
embryo, when the endometrium has retrogressed from 
its originally decidual character. Microscopic ex- 
amination of uterine curettings in such cases is of 
very little diagnostic value. The external or vaginal 
bleeding of tubal pregnancy is characteristically of 
endometrial origin, having its source, as Sampson 
has shown, in the venous channels of the endome- 
trium. 

Decidual reaction in the tubal wall occurs in at 
least a fraction of the cases. It is never in any way 
comparable with that seen in the uterus, being usual- 
ly patchy in its distribution. Great care is necessary 
to avoid mistaking for decidua the trophoblastic cells 
which invade the tubal wall so widely. In certain 
cases, however, the morphology of the cells is so 
typically that of decidual cells, their distinctness 
from the gestation site is so clearly discernible, and 
their derivation from the connective tissue so def- 
initely suggested by the presence of transition stages, 
that the diagnosis permits of no doubt. Further- 
more, the occurrence of certain cases in which the 
reaction is noted in the non-pregnant tube of the 
opposite side is even more convincing. 

E. L. Corne ty, M.D. 


LABOR AND ITS COMPLICATIONS 


Bill, A. H.: The Modified Scanzoni Maneuver in the 
Treatment of Vertex-Occipito-Posterior Posi- 
tions. Am. J. Obst. & Gynec., 1925, ix, 342. 


_ The author states that the occiput posterior posi- 
tion is without doubt the most important complica- 
tion of obstetrics. In such cases there are two 
approved methods of terminating labor, namely, 
podalic version and forceps rotation and delivery. 
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In all cases in which the head is in the pelvic cav- 
ity the author employs forceps rotation. If the 
head is not fully engaged, there is a choice between 
version and forceps rotation, depending largely upon 
the tonicity of the uterus and the amount of water 
present, both of which depend upon the length of 
time that has elapsed since the rupture of the mem- 
branes. The reason why the modified Scanzoni ma- 
neuver is not more generally used is that the tech- 
nique is not understood. 

Full dilatation of the cervix should be present 
before forceps are applied. No traction should be 
made while the head is in a posterior position. Trac- 
tion and turning at the same time result in a spiral 
movement which is responsible for the occurrence of 
tears in the vaginal wall. 

An accurate cephalic application should always be 
made, as this prevents the slipping of the blades 
during the rotation. Rotation should be made in 
such a way that the blades of the forceps remain in 
approximately the same axis. With the usual for- 
ceps which have a pelvic curve this may be accom- 
plished only by making the handles of the forceps 
describe a large circle during the rotation. 

The rotation should be continued until the sagit- 
tal suture lies in the anteroposterior diameter of the 
pelvis—not merely to the oblique diameter. After 
complete rotation and before the removal of the 
blades, enough traction should be made to fix the 
head in its new position. 

In the re-application of the forceps the posterior 
blade should always be applied first to support the 
head and prevent its being forced back into its 
original posterior position during the application of 
the anterior blade. E. L. Cornett, M.D. 


Rucker, M. P.: The Effect of Various Anesthetics 
upon the Strength of Uterine Contractions. 
J. Lab. & Clin. Med., 1925, x, 390. 


The author obtained tracings of the contracting 
pregnant uterus by means of an intra-uterine Voor- 
hees bag attached to a mercury manometer. As the 
result of his study of these tracings he concludes that 
it is important for the obstetrician to know, not only 
the safety of an anaesthetic for the mother and the 
child, but also its effect upon the uterine contrac- 
tions. The effect of an anesthetic upon the uterus 
influences the progress of labor, the ease of intra- 
uterine manipulations, and the likelihood of atonic 
postpartum bleeding. 

The fact that the behavior of the uterus is often 
inconstant must be borne in mind. It appears, how- 
ever, that all anesthetics, with the possible exception 
of ethylene, have a tendency to diminish the force 
and frequency of the uterine contractions in propor- 
tion to the amount given. This effect is least marked 
with nitrous oxide-oxygen, and most marked with 
chloroform. Sacral anesthesia induced with novo- 
cain belongs in a class by itself. Novocain usually 
stops all contractions soon after it is administered, 
but before its effect wears off the contractions return 
with unimpaired force. Rotanp S. Cron, M.D. 
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De Lee, J. B.: Low, or Cervical, Caeesarian Section 
(Laparotrachelotomy): 330 Operations, with 
Two Deaths. J. Am. M. Ass., 1925, |xxxiv, 791. 

The author claims the following points of superior- 
ity for laparotrachelotomy over the classical casar- 
ean section: 

1. A decidedly lower mortality. 

2. A decidedly lower primary morbidity. 

3. A better guarantee against rupture of the 
urerus in subsequent pregnancy and labor. There 
are only five cases of rupture on record; in all, the 
rupture occurred during labor. 

4. Less danger of intraperitoneal adhesions. 

5. Much less likelihood of utero-abdominal fistula 
and hernia. 

6. The possibility of extending the indication for 
abdominal delivery to cases of neglected labor, even 
when infection is suspected. ‘This reduces the field of 
craniotomy on the living child almost to the vanish- 
ing point. 

7. The possibility of giving the parturient a real 
test of labor before concluding that abdominal de- 
livery is necessary. 

8. A broadening of the indication for abdominal 
delivery to save the life of the child and prevent 
damage to the mother’s soft parts. 

In conclusion De Lee states that the general sur- 
geon whose obstetrical judgment is not as well de- 
veloped as his surgical judgment should not be mis- 
led by the excellent results reported here to extend 
the indication for abdominal delivery to all types of 
cases, infected or otherwise. Most of the casarean 
sections reviewed were clean and early ones, per- 
formed in a specially designed maternity hospital 
without the risks of infection of a general hospital. 
An illustrative description of the operation is given. 

Car H. Davis, M.D. 


NEWBORN 


McCandish, H. S.: A Report of 224 Cases of Impe- 
tigo in the Newborn. Aw. J. Obst. & Gynec., 1925, 
ix, 228. 

In the five years preceding 1922, sporadic cases of 
impetigo occurred at Bellevue Hospital, N. Y. The 
first case in the epidemic, which was seen March 8, 
1922, was that of a baby 8 days old. The following 
day the second case, that of an infant 5 days old, 
was reported. Both of these children had a diffuse 
bright reddening and oedema of the skin of the back 
that gradually spread and involved an area over the 
scapula approximately 7 cm. in diameter. There 
were no circumscribed vesicles. The epidermis be- 
came loosened from the corium and showed vesic- 
ular bulging. The superficial skin appeared opaque 
and soon ruptured, leaving the livid corium exposed. 
When ‘the infants died later of malnutrition, the 
skin lesions showed a tendency to heal. 

The third case developed four days after the first 
in a baby 7 days old. This child also died. Subse- 
quently, up to November, other cases developed, but 
there were no other deaths. In practically all of the 
cases the condition appeared between the fifth and 
eighth days of life. 

Most of the cultures which were made from the 
blebs of a considerable number of the cases showed 
staphylococcus pyogenes aureus. Occasionally, how- 
ever, what appeared to be streptococci and diplo- 
cocci were found. 

An interesting observation made in these cases 
was that the illness showed a tendency toward spon- 
taneous recovery. Even when there was considerable 
exfoliation around the neck and axilla, the general 
health was not affected and there was a normal re- 
turn to birth weight. Epwarp L. Cornett, M.D. 
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ADRENAL, KIDNEY, AND URETER 
Randall, A.: Prerenal Anuria. J. Urol., 1925, xiii, 


257- 
Caulk, J. R.: Postrenal Anuria. J. Urol., 1925, xiii, 
265. 

RANDALL first describes the three types of anuria, 
viz.: (1) postrenal anuria, which usually has its 
origin in a mechanical obstruction; (2) true renal 
anuria, in which the secretory tissue has suffered an 
insult and is unable to function; and (3) prerenal 
anuria, in which the cause is beyond the true urinary 
apparatus. 

The successful treatment of prerenal anuria 
requires maintenance of the blood pressure, the 
administration of a proper fluid intake, the removal 
of all causes stimulating splanchnic inhibition, and 
care in the administration of drugs having a depress- 
ing effect on the kidneys, especially pituitary ex- 
tract and opiates. 

CAULK states that the chief factors in postrenal 
anuria are accidental ligations during pelvic opera- 
tions, suture of the vesical neck, packing and cau- 
terization of the bladder, cancer infiltrations of the 
bladder wall, cancerous and inflammatory infiltra- 
tions of the pelvis, stricture of the ureter, ureteral 
catheterization, and pyelography. 

The successful treatment of postrenal anuria 
depends upon accuracy of diagnosis. Since renal 
and ureteral calculi are often factors in anuria due 
to obstruction, cystoscopic and roentgenological 
studies should be made. Exploratory surgery is to 
be condemned. Attention should be paid to the 
opposite kidney for evidences of disease. In cases 
of densely infiltrated ureter good results have been 
obtained by injecting hot water through the ure- 
teral catheter to hasten the absorption of the filtrate. 

Tuomas F. Frnecan, M.D. 


Elfving, A. R.: Crossed Renal Dystopia (Ueber 
gekreuzte Dystopie der Nieren). Acta chirurg. 
Scand., 1925, lviii, 305. 

The author describes a case of crossed renal 
dystopia diagnosed by the aid of pyelography, and 
remarks that in most of the eighty cases of similar 
anomalies that have been reported to date the 
condition was discovered at postmortem examina- 
tion or at operation. 


Hertzler, A. E.: Acute Localized Infection of the 
Kidney. Surg., Gynec. & Obst., 1925, xl, 247. 

In classifying acute localized infections of the 
kidney it is necessary to consider the local pathologi- 
cal process, the antecedent lesions, and the subse- 
quent course, and to keep past experiences in mind. 
The classification suggested is the following: 
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1. Acute hematogenous infections. In this type, 
bacteria floating in the blood stream lodge in the 
kidney. Sometimes there is no obvious source of 
infection of surgical magnitude, and more obscure 
foci must ve sought. In others, there is a preceding 
gross lesion. 

2. Pyelonephritis. In this type both the kidney 
and its pelvis are involved. Accumulating evidence 
suggests that the acute infections arise primarily in 
the kidney, that the symptoms are due to the kidney 
lesion, and that in cases with lesions in the pelvis of 
the kidney they are secondary and subsidiary. 

3. Ascending infections. In ascending infections 
the infection is supposed to ascend up the ureter 
from lesions in the lower genito-urinary tract. 

It is generally believed that kidney infections may 
be produced through the blood stream, by the ascent 
of an infection in the lower urinary tract up the 
ureters, or by a retrograde process by the lymphatics. 

The classification of cases on the basis of this 
theory is justified by the aid it gives in the selection 
of the proper treatment. The hematogenous type 
may require operation. In the secondary type local 
treatment is usually useless. In the ascending type, 
which is bilateral, operative treatment is of no value 
unless there are perirenal abscesses. 

The lesions in hematogenous infections of the 
kidney are usually not abscesses, but infarcts, the 
bacteria being too feebly virulent to cause abscesses. 
In such instances the constitutional reaction is due 
to protein poisoning rather than infection. Various 
types of pyelitis are secondary to kidney infections 
of hematogenous origin. The chief factor in their 
treatment is the eradication of the source of infec 
tion. Ascending infection of the kidney has not been 
proved. The location of the lesions indicates that 
bacteria in the urinary tract gain entrance to the 
blood stream and pass to the kidney by this route. 
The difference in the character of the lesions is due 
to the difference in the offending organisms. 

Louis NEuwELt, M.D. 


Haden, R. L.: The Relation of Chronic Foci of 
Infection to Kidney Infection. Am. J. M. Sc., 
1925, clxix, 407. 

The high incidence of kidney lesions in rabbits 
following the intravenous injection of bacteria re- 
covered from chronic foci of infection demonstrates 
clearly that such organisms are very pathogenic in 
the kidney. It is generally recognized that bacteria 
are often being fed into the blood stream from such 
chronic foci as alveolar abscesses. These facts show 
the importance of chronic foci in relation to kidney 
disease of bacterial origin. 

It cannot be too strongly emphasized that in the 
case of a patient with kidney disease due to foci of 
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infection the dental roentgenograms should not be 
relied upon to eliminate the possibility that the 
source of the infection was in infected teeth. Cul- 
tures from several hundred pulpless teeth which 
showed no roentgenographic evidence of infection 
demonstrated that approximately 40 per cent har- 
bor bacteria in sufficient number to constitute a 
possible focus of systemic disease. 

Of twenty-eight rabbits injected with the cul- 
tures from six cases of kidney disease which are 
reported, 89 per cent developed gross kidney lesions. 
Of those injected with bacteria from the whole 
group of patients, only 40 per cent showed kidney 
lesions. The very much higher percentage of kidney 
lesions caused by cultures from patients who had 
kidney disease shows clearly that the organisms in 
the infected foci had acquired a special affinity for 
kidney tissue. This finding and the fact that the 
animals usually developed lesions similar to those 
from which the patients suffered seem most sugges- 
tive of a causal relationship between the dental 
infection and the kidney disease. The improvement 
in the patients’ condition following the removal of 
the chronic foci strengthens the hypothesis. 

The following points are emphasized: 

1. Pyogenic kidney infection is almost always of 
hematogenous origin. 

2. The pathological picture is variable and cannot 
be determined from the clinical symptoms. 

3. The so-called pyelitis occurring in the absence 
of obstruction is almost always a pyelonephritis. 

4. The colon bacillus is probably seldom the 
primary invader except possibly in cases of ob- 
struction in the lower urinary tract. 

5. The infecting agent is usually a streptococcus 
or staphylococcus which produces lesions by reason 
of great virulence or a special affinity for kidney 
tissue acquired in a chronic focus. 

6. Ina great majority of cases of chronic pyogenic 
kidney infection the organism is fed into the blood 
stream from chronic foci of infection. 

Louis Neuwe tt, M.D. 


Elving, H.: The Etiology of Renal Hamaturia 
(Beitrag zur Aetiologie der renalen Haematurie). 
Acta chirurg. Scand., 1925, \viii, 142. 

The urologist sometimes sees cases of profuse 
hemorrhages from one kidney in which it is impos- 
sible to diagnose the cause of the bleeding before 
operation or to detect it after the kidney has been 
exposed. As differences of opinion may prevail as 
to the further treatment, the author reports several 
cases of this kind. 

In Case 1, renal hemorrhages had occurred for 
several years. Extirpation of the right kidney was 
followed by recovery. The condition proved to be a 
typical pyelitis granulosa. 

In Case 2 there were severe hemorrhages from the 
right kidney for one month. After nephrectomy 
only arteriosclerotic changes could be found. 

In Case 3, another case in which hemorrhage 
from the right kidney had occurred for one month, 
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nephrectomy was followed by recovery. A micro- 
scopic cyst and arteriosclerotic changes were dis- 
covered. 

Case 4 was a case of pulmonary and renal infarct. 
Highly blood-stained urine had been passed for 
more than a week. 

In cases of unilateral renal hamorrhage, the 
kidney should be removed even if exploration does 
not aid in the diagnosis. Experience has shown 
that the beginning of a tuberculous process or a 
small tumor may be overlooked when only external 
palpation is done and .sometimes even when ne- 
phrotomy is performed. If the function of the other 
kidney is good, nephrectomy is a more certain 
method than decapsulation or nephrotomy. 


Quinby, W. C.: A Note on the Results of Decapsula- 
tion of the Kidney for Various Forms of Ne- 
phritis. J. Urol., 1925, xiii, 321. 

The author reports the results of decapsulation of 
the kidney in one case of hemorrhagic nephritis, one 
case of acute tubular nephritis due to bichloride of 
mercury poisoning, and one case of chronic glomeru- 
lar nephritis with oedema. 

The patient with bichloride of mercury poisoning 
died five days after the onset of the condition. The 
operation was without apparent benefit also in the 
two other cases. C. D. Hotmes, M.D. 


Kretschmer, H. L.: Early Diagnosis of Malignant 
Disease of the Kidney. South. M. J., 1925, xviii, 


92. 

Cabot, H.: Malignant Disease of the Kidney. South. 
M.J., 1925, xviii, 99. 

Hickey, P. M.: Malignant Diseases of the Kidney 
from the X-Ray Standpoint. South. M.J., 1925, 
XVili, 103. 

According to KrRETSCHMER, the successful treat- 
ment of malignant disease of the kidney is not dif- 
ferent from the treatment of malignant disease in 
any other part of the body; the percentage of cures 
is dependent upon the time at which the diagnosis 
is made. 

Failure to make an early diagnosis is due to: (1) 
lack of appreciation of the significance of early he- 
maturia; (2) inability to recognize the presence of 
small growths by physical examination; (3) failure 
to consider renal tumor in the differential diagnosis; 
(4) failure to appreciate the significance of small 
filling defects in the pyelogram. 

It is a good general rule to consider all renal 
tumors malignant until they are proved benign. 
Renal tumors are more common in the male than in 
the female. The duration of the symptoms yields no 
clue that will aid in an early diagnosis. Analysis of 
the symptoms in the author’s series of cases shows 
that the classical triad—tumor, pain, hematuria— 
cannot be depended upon to indicate an early diag- 
nosis. All three of these symptoms were present in 
only 33 per cent of the cases. The general symp- 
toms are of little diagnostic value and usually occur 
late in the disease. 





7| 








] 
car 
tre 

] 
the 
thi 
tho 

( 
era 
thr 
$0- 
hoo 

7 
ma 
adr 
pea 
con 
neo 
cine 

G 
cade 
life. 
sels. 
in t 
betv 
meti 
bon 

presi 
plan 
Tl 
oftei 
mor 
Tl 
com: 
deca: 
tasiz 
gene 
nizec 
Tu 

of th 
mem 
multi 
along 
three 
ignan 
squat 
neith 
what 
Th 
Othe: 
of cur 
Th 
in the 
metas 
media 
thoror 
above 
is heer 
avoide 
Casy ¢ 
theref 
4 tran 








cur 








Kretschmer emphasizes also the importance of a 
careful examination for metastases before surgical 
treatment is undertaken. 

For the early recognition of tumor of the kidney 
the most valuable method is pyelography, but even 
this has its limitations in cases of small tumors and 
those occurring in a hydronephrotic sac. 

CazBot emphasizes the confusion and lack of gen- 
eral agreement with regard to renal neoplasms. The 
three entities most generally recognized are: (1) the 
so-called Grawitz tumor, (2) the tumors of early child- 
hood, and (3) tumors of the renal pelvis. 

The Grawitz tumor, long known as “‘ hypernephro- 
ma” was at first supposed to be derived from the 
adrenal gland, but the weight of evidence now ap- 
pears to indicate that the adrenal gland has no clear 
connection with it. It seems evident also that the 
neoplasm is a type of carcinoma—papillary car- 
cinoma—which is peculiar to the kidney. 

Grawitz tumors are most common in the two de- 
cades between the thirtieth and fiftieth years of 
life. Dissemination occurs by way of the blood ves- 
sels. Metastases are very common, and occur chiefly 
in the lungs and long bones. There is no relation 
between the size of the tumor and the occurrence of 
metastases. The first sign of the disease may be a 
bone metastasis. or a spontaneous fracture. The 
presence of metastases must be ruled out before any 
plan of treatment can be safely worked out. 

The Grawitz tumor is slow growing. Bleeding 
often precedes the appearance of the palpable tu- 
mor by years. 

The renal tumors of childhood belong to the sar- 
comata. They are most common in the first half 
decade of life. They show little tendency to metas- 
tasize, but grow very rapidly. The symptoms are 
generally few, the condition being usually first recog- 
nized from the appearance of the tumor. 

Tumors of the renal pelvis resemble the neoplasms 
of the urinary bladder. They begin in the mucous 
membrane of the pelvis, show a marked tendency to 
multiplicity, and frequently become disseminated 
along the ureter. They are usually divided into 
three groups: papilloma alleged to be benign; mal- 
ignant papilloma admitted to be malignant; and 
squamous carcinoma. As regards the first group 
neither the clinician nor the pathologist can say at 
what point they cease to be benign. 

The treatment of these three groups is operation. 
Other therapeutic measures do not offer much chance 
of cure. 

The outstanding contra-indications to operation 
in the case of the Grawitz tumor is the presence of 
metastases in the long bones or the lungs. The im- 
mediate mortality has been about 25 per cent. Under 
thoroughly favorable conditions it should not be 
above 10 per cent. The chief factor in the mortality 
is hemorrhage. A serious loss of blood can be best 
avoided by obtaining free access to the tumor and 
easy control of the main blood supply. Cabot has 
therefore abandoned the loin incision and adopted 
a transverse incision just below the lower border of 
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the lowest rib and from a point well back on the side 
to the midline of the abdomen. A vertical incision 
to meet this transverse incision, extending from a 
point just above the umbilicus well toward the en- 
siform, is often desirable. 

The results of the operative treatment of tumors 
in children are discouraging. Such operations are 
not well borne and recurrence is often prompt. Sur- 
gical treatment will become more encouraging only 
when we are able to make a diagnosis earlier. In 
cases of tumors of the renal pelvis the problem is 
different. In the papillary group, removal of the 
entire ureter is necessary. In squamous-cell car- 
cinoma and some of the rarer tumors of the renal 
pelvis, removal of the ureter is not indicated. 

HickeEy summarizes his conclusions with regard to 
malignant diseases of the kidney from the X-ray 
standpoint as follows: 

1. Changes suggestive of malignancy in the size 
and contour of the kidney can usually be satisfac- 
torily shown by the X-ray. 

2. Changes in the size, shape, and contour of the 
pelvis and calyces can be decisively shown in the 
usual pyelogram. - 

3. Metastatic growths in the lungs and long bones 
are most easily found by the X-ray. 

4. All of these examinations can best be carried 
out by active and harmonious cooperation between 
the urologist and the roentgenologist. 

H. A. Fowtrr, M.D. 


Grant, O.: A Satisfactory Method of Aseptic Ure- 
teral Catheterization. J. Urol., 1925, xiii, 329. 


In the method of aseptic ureteral catheterization 
described in this article, paper coverings for soda 
straws are placed over the sterilized catheters until 
they are used. 

The catheters having been boiled and thoroughly 
flushed, a 1:500 mercurophen solution is siphoned 
through them and this is followed by the siphoning 
of sterile water. After the catheters have dried 
they are introduced into the covers and upon each 
cover is written the type of catheter that is en- 
closed. The end of the cover where the tip of the 
catheter lies is folded over and sealed with wax or 
mucilage, and the other end is attached to the elec- 
tric formaldehyde sterilizer. Formalin gas forced 
through the catheter passes out of the eyes and 
comes into contact with the outside of the catheter. 
The catheter in the cover is then removed, the other 
end of the cover is sealed and the catheters are 
stored for future use. Tuomas F. Finecan, M.D. 


Key, E.: Operations for Calculi in the Lower Part 
of the Ureter. Acta chirurg. Scand., 1925, \viii, 551. 


For the removal of stones from the lower part of 
the ureter by ureterotomy the author recommends 
a median incision above the symphysis pubis with 
extraperitoneal exposure of the ureter, the bladder 
being pushed over to the opposite side. The opera- 
tion is easier to perform in this manner than through 
the usual lateral incision. 
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BLADDER, URETHRA, AND PENIS 


Beer, E.: A Dumb-Bell Stone in the Bladder and a 
Diverticulum; Suprapubic Cystotomy and Re- 
moval of the Stone from the Bladder and 
Diverticulum, with Obliteration of the Diver- 
ticulum After Excision of the Outer Wall. Surg. 
Clin. N. Am., 1925, Vv, 102. 

Beer reports the case of a man who had been 
operated upon eight months previously by another 
surgeon for prostatic adenoma and bladder stone. 
After this operation his symptoms recurred, and an 
X-ray examination and cystogram showed a dumb- 
bell calculus, one portion of which was intravesical 
and the other in a diverticulum with a capacity of 
about 2 0z. It seemed evident that at the first opera- 
tion, the prostate and the intravesical portion of the 
calculus had been removed and that the latter had 
re-formed. The treatment consisted in dilating the 
neck of the diverticulum and removing the stone in 
one piece, followed by excision and obliteration of 
the diverticulum. Henry L. Sanrorp, M.D. 


Carson, W. J.: Gangrene of the Bladder J. Urol., 
1925, xili, 205. 

The author reviews the literature on necrosis of 
the bladder from the year 1650 when the condition 
was first described by Willis. To the 154 cases re- 
ported to date he adds three of his own. 

Carson’s first case was that of a 59-year-old 
colored man with multiple strictures, prostatic 
calculi, and retention of urine. Coma developed 
within six hours after the patient’s entrance to ‘the 
hospital and was followed by death. 

In the second case the necrosis of the bladder 
developed on the eighteenth day of a typhoid in- 
fection of gradual onset with perforation of the 
intestine and the formation of abdominal abscesses. 

In the third case the gangrene followed an attack 
of bronchitis with a later diagnosis of pernicious 
anemia and was associated with stiffness of ‘the 
joints and frequency of urination. 

Full autopsy notes accompany the reports. 

Necrosis or gangrene of the bladder occurs as a 
result of: (1) interference with the circulation; 
internal or external; (2) infection, local or general 
and with or without mechanical injury; (3) lesions of 
the central nervous system; and (4) the action of 
chemical irritants. Harry W. PLacceMeyerR, M.D. 


Barringer, B. S.: Radium Removal of Carcinoma 
of the Bladder. J. Urol., 1925, xiii, 131. 

Barringer classifies cases of carcinoma of the blad- 
der into two groups: cases of papillary carcinoma and 
cases of infiltrating carcinoma. These groups include 
all cases in which the tumor was removed intra- 
vesically up to June, 1919, when suprapubic implan- 
tation was begun, and cases in which it was removed 
intravesically or suprapubically since June, 1919. 

Of twenty-three cases of papillary carcinoma of 
the bladder, the carcinoma was removed in fifteen. 
In six the result has not yet been determined. One 
patient is dead and another is dying. 


Of sixty-one patients who had an infiltrating car- 
cinoma, eighteen are well and thirty are dead or 
dying. The result is undetermined in thirteen cases. 

A large majority of both papillary and infiltrating 
carcinomata have involved the trigone and the neck 
of the bladder. Of fifteen cases of papillary carcino- 
ma the tumor was removed intravesically in twelve 
and suprapubically in three. Of eighteen cases of in- 
filtrating carcinoma the tumor was removed intra- 
vesically in six and suprapubically in twelve. 

The operative mortality of the suprapubic implan- 
tation of radium in infiltrating carcinoma is less than 
2 per cent. Louts Gross, M.D. 


GENITAL ORGANS 


Hagner, F. R.: Sterility in the Male, with Remarks 
on Operative Experience. J. Urol., 1925, xiii, 377. 


Hagner states that the only treatment offering a 
chance of cure in sterility due to occlusion of the 
epididymis is operation. Anastomosis of the vas to 
the head of the epididymis was first done by Martin. 
Hagner believes that it is better to open the tunica 
vaginalis, exposing the entire epididymis, and pick 
out the portion of the epididymis which is richest 
in tubules and contains live spermatozoa. On open- 
ing the vas he probes it with the smallest tear-duct 
probe for a distance of 16 to 20 cm. If it is patent 
for this distance it is apt to be patent throughout. 
If it is obstructed beyond this distance there is no 
hope of a cure. 

Hagner makes an ellipitical incision in the epi- 
didymis and if spermatozoa are present and the vas 
is patulous he does a lateral anastomosis, using silver 
wire. The first suture is taken at the distal end of the 
vas incision with a deep bite as an anchoring suture. 
Then the two lateral sutures including some of the 
cut tubules are introduced. A fourth suture is placed 
at the upper end of the incision. The inoperable 
cases show a distinct beading. 

A failure is not a contra-indication to re-opera- 
tion, but a year should be allowed to elapse before 
failure is conceded. 

The author reports twenty-one cases in which 
twenty-eight operations were done. He always per- 
forms a bilateral operation. In from 16 to 18 per 
cent of childless marriages it is the male who is 
sterile. Of the twenty-one patients whose cases are 
reviewed, seven were re-operated upon. Three of 
the seven were cured. Of the eight who were cured 
in the entire series, five begat one or more children. 

BENJAMIN F. Rotter, M.D. 


Watson, E. M., and Herger, C. C.: A Technique for 
Handling Prostatic Carcinoma. J. Urol., 1925, 
xiii, 343. 

Corbus, B. C.: Medical and Surgical Diathermy in 
Urology; Including a New Technique for the 
Treatment of Carcinoma of the Prostate. J. 
Urol., 1925, xiii, 355. 


Watson and HERGER state that in prostatic car- 
cinoma a combination of radium and surgery ap- 
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pears to give a degree of palliation not yet ob- 
tained by either procedure alone. They report sixty- 
one cases of carcinoma of the prostate which were 
divided into four groups. 

Group 1 consisted of cases with definite carcinom- 
atous enlargement but very little, if any, residual 
urine, few urinary symptoms, and no signs of metas- 
tasis. In this group, deep X-ray and radium treat- 
ment were used alone. The radium was embedded 
in the prostate under novocain anesthesia with the 
patient in the lithotomy position. From 15 to 20 
units of radium emanation, each containing from 
4 to 1 mc., were introduced through a hollow trocar. 
In some cases the seeding was repeated after several 
months. In addition, this group received from go to 
100 per cent of an erythema dose of deep X-ray 
treatment from two or more portals of entry, peri- 
prostatic and pelvic. Three years after the treat- 
ment several of the patients were without weight 
loss or disturbine symptoms and able to work. 

In Group 2, wich was made up of cases with a 
large amount of residual urine, dysuria, and fre- 
quency but no evidence of metastasis, the radium 
seed and deep X-ray therapy was given first, and 
several weeks later a perineal prostatectomy was 
done to relieve the obstruction. The prostatectomy 
was performed according to Young’s method except 
that the membranous urethra was not opened. The 
remaining shell of posterior lobe and the adjacent 
tissue about the vesical orifice was then again plant- 
ed with radium seed, a catheter was introduced for 
two weeks, and a drain was left in the perineum for 
from twenty-four to forty-eight hours. Sometimes 
the prostatectomy was delayed for from ten months 
to a year after the first radium seeding and X-ray 
treatment. The results in this group were about the 
same as those in Group 1. 

The patients in Group 3 had had a prostatectomy 
and were referred for postoperative radiation. They 
were treated with radium seeds and the X-ray. 
Thickened tissue persisting about the orifice was re- 
moved with the punch through the urethra. When 
the very fibrous condition of the posterior lobe fol- 
lowing prolonged infection suggested malignancy, a 
portion of the posterior lobe was removed with a 
screw curette for microscopic study. 

Group 4 included cases with marked symptomatic 
disturbances and often with retention and definite 
evidence of metastasis. Treatment with radium 
seeds and the X-ray frequently resulted in relief of 
the pain in the back and legs. 

Corsus states that of all the physical measures 
employed for the destruction of pathological tissue 
the only certain method is the use of heat. The 
treatment of cancer by heat is based upon the fact 
that pathological cells are less resistant to all de- 
structive agents than normal cells. Cancer of the 
prostate develops primarily in the posterior lobe. 
According to Young, both mucosa and submucosa of 
the urethra and bladder are very resistant, and can- 
cer of the prostate may remain for a long time con- 
fined to the capsule. 
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Corbus places the inactive electrode over the 
symphysis on a moist pad, then exposes the pros- 
tatic bed through the perineum sufficiently to per- 
mit easy access to all of the cancerous growth, and 
then coagulates every suspicious area with a needle 
electrode with a finger in the rectum to serve as a 
guide. The bladder may be drained suprapubically 
or through the membranous urethra by a catheter. 
The wound is then packed with strips of gauze and 
the skin closed. Drainage is removed after from 
twenty-four to forty-eight hours. When benign 
hypertrophy complicates the posterior lobe involve- 
ment, several months should elapse before the re- 
moval of the adenomatous tissue. If there is no 
metastasis, the enucleation should be done supra- 
pubically. Contracture of the internal urethral ori- 
fice, which is inevitable after extensive coagulation, 
is best treated by linear cauterization followed by 
the use of the punch. Benjamin F. Router, M.D. 


Dean, A. L., Jr.: The Treatment of Teratoid Tu- 
mors of the Testis with Radium and the X-Ray. 
J. Urol., 1925, xiii, 149. 

Dean draws the following conclusions: 

1. Teratoma testis is a disease associated with a 
high mortality. In the majority of cases inoperable 
metastases occur relatively early. 

2. Because the differential diagnosis is difficult, 
all intrascrotal swellings must be carefully examined 
with the possibility of malignancy in mind. Serolog- 
icaland roentgenological data are frequently of value. 

3. A favorable prognosis depends upon prompt 
as well as efficient treatment. 

4. Simple orchidectomy alone usually does not 
give permanent relief. 

5. Pre-operative irradiation of the primary tumor 
is most essential. Microscopic evidence demon- 
strates that the growth properties of the malignant 
cell may be destroyed. In cases given such pre- 
liminary treatment the mortality was 25 per cent 
lower than in those not given such treatment. 

6. With adequate X-ray facilities at hand, the 
radical dissection of the lumbar and pelvic lymphatic 
seems to be an unnecessary surgical procedure. 

7. The high-voltage X-ray has been found to 
possess certain advantages over the radium pack, 
and no disadvantages have been noted in its use. 

8. Of seven patients with operable tumors who 
were treated, five (71 per cent) are living and 
apparently free from the disease. Of forty-nine 
patients who were first seen with inoperable metas- 
tases, ten (20 per cent) are now free from signs of the 
disease. External irradiation alone was used in this 
group of cases. 

g. While the number of so-called five-year cures 
so far obtained has not been large, the fact that prac- 
tically every patient was benefited to an appre- 
ciable degree suggests that when the technique and 
management become more nearly perfect the results 
will demonstrate more clearly the efficacy of phys- 
ical agents in the treatment of teratoid tumors of 
the testis. Louis Gross, M.D. 
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MISCELLANEOUS 


Furniss, H. D.: Urinary Incontinence in Women. 
Surg. Clin. N. Am., 1925, Vv, 249. 

Furniss discusses the diagnosis and treatment of 
various forms of leakage from the urinary tract in 
women, excluding those due to nerve lesions. 

The majority of ureteral fistulae open into the 
vagina, discharging urine either directly from the 
point of injury or more often through a sinus leading 
from the damaged ureter to the exterior. As a re- 
sult of the damage, the ureter may become stenosed 
with the production of a hydro-ureter or a hydro- 
nephrosis. ‘There may be abscess formation at the 
point of injury or ascending infection with func- 
tional damage to the kidney. 

Ureteral fistula may occur not only after difficult 
operations, but also following primary operations 
on the ureter itself when there is an unrecognized 
stricture or stone below the point of operation. 

In the diagnosis of suspected ureteral fistula in- 
digocarmine is injected intravenously and the orifice 
of the suspected ureter then observed through a 
cystoscope to determine the time and amount of 
elimination of the drug as compared with that of the 
other side. Total lack of elimination on the sus- 
pected side with normal elimination on the other 
side is strong evidence of ureteral fistula. A lessened 
amount on the suspected side suggests a side-wall 
injury of the ureter. 

A gradual decrease of extravesical leakage indi- 
cates the probability of spontaneous healing. 

Following a diagnosis of ureteral fistula, an at- 
tempt is made to catheterize the injured ureter. 
This may be successful if the ureter is not completely 
severed or ligated. If the ureteral fistula opens into 
the vagina, it may be located by placing the patient 
in the knee-chest position and watching for the point 
of elimination of the dye into the vagina. At times, 
packing the vagina to note the point of staining will 
be necessary. If the urine is found to be alkaline, 
phthalein will make a better indicator than indigo- 
carmine. ; 

When a fistula has been diagnosed and located, 
the treatment will depend on the renal function on 
that side and the patient’s general condition. In the 
cases of patients in poor condition, only palliative 
treatment is wise. When the patient’s condition is 
good, the operator has his choice between uretero- 
vesical anastomosis and nephrectomy. The first is 
to be considered only when the kidney on that side 
is uninfected and functioning well, the injury to the 
ureter is low, and the pelvis is free from exudate. 
Ureterovesical anastomosis is technically difficult, 
and even when immediately successful, may be fol- 
lowed by stricture of the ureter requiring a subse- 


quent nephrectomy. Although nephrectomy sacri- 
fices a kidney, it is easier, surer, and safer, and 
should always be done when the kidney is damaged 
or infected, if the upper segment of the ureter is 
remote from the bladder and if there is marked ex- 
udate in the pelvis. 

A rare condition which may simulate ureteral fis- 
tula is an extravesical opening of a ureter. This may 
be a single or supranumerary ureter, and in the fe- 
male may open into the urethra or vagina. If two 
ureters are present on one side, the one from the 
upper pole of the kidney opens more distally. When 
the presence of two ureters on one side is suspected 
and the opening of the second cannot be found, 
there is presumptive evidence that the upper pole 
of that kidney is drained by an aberrant ureter if 
a pyelogram made through the normal ureter on 
that side shows absence of the upper set of calyces. 
The surest method of treating this rare condition 
is resection of the upper pole of the kidney. 

Vesical fistule usually follow difficult labor, op- 
erations, or extension of disease, and usually open 
into the vagina. Their position may be located by 
cystoscopy or inspection of the vagina. In difficult 
cases, filling the bladder with a colored fluid with 
the patient in the lithotomy position and carefully 
retracting the vagina will reveal the fistulous open- 
ing. In cases in which the vagina fills up very rapid- 
ly with the fluid from the bladder the author has 
found an aspirating device very useful. When the 
fistulous opening is located, a probe is passed through 
it to the bladder and observed through a cystoscope, 
and the relation of the fistula to the ureters and 
urethra is noted. 

In closing vesicovaginal fistula it is important to 
separate the vagina from the bladder and to close 
each separately. This may be done from the vagina 
or suprapubically from the bladder. After the opera- 
tion, the urine should be kept as sterile as possible, 
and bladder distention should be prevented. The 
author prefers frequent catheterization to the use 
of an indwelling catheter. 

The most frequent cause of incontinence in women 
is relaxation of the vesical sphincter. The diagnosis 
is made by noting by cystoscopic and endoscopic 
examination, the ease with which the instrument 
passes into the bladder, and on withdrawal of the 
instrument, the failure of the sphincter to close over 
the end of the instrument. The author has used the 
classical Kelly operation in most of the cases of this 
type, reserving the tightening of the sphincter 
through a suprapubic incision for those in which 
the Kelly operation would be technically difficult 
because of the small size of the vagina, senile atrophy, 
and excessive scar tissue about the base of the 
bladder. Henry L, Sanrorp, M.D. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Codman, E. A.: The Nomenclature Used by the 
Registry of Bone Sarcoma. Am. J. Roentgenol., 
1925, Xili, 105. 

Because of the confusion which has prevailed re- 
garding the nomenclature and classification of bone 
tumors, a committee consisting of Drs. Codman, 
Bloodgood, and Ewing was appointed by the Clinical 
Pathological Association for the purpose of revising 
the nomenclature and classification as herein de- 
scribed. 

1. Metastatic tumors. Clinically, the prognosis 
is unfavorable. The tumors are usually central. 
Roentgenologically and histologically they are usual- 
ly true to the type of the original tumor. 

2. Periosteal fibrosarcoma. Clinically, these tu- 
mors do not invade bone, but Jie next to it. They 
may cause absorption by pressure on the adjacent 
bone surface. They are less likely to metastasize 
than osteogenic sarcomata. The X-ray shows altera- 
tion in the contour of the adjacent bones, but histo- 
logically there is no evidence of the formation of 
osteoid tissue, cartilage, or bone, and the tumors 
are not distinguishable from fibrosarcomata of the 
fascia. 

3. Osteogenic tumors. These tumors are benign 
and malignant. The malignant forms are the true 
bone sarcomata and have an unfavorable prognosis. 
The X-ray demonstrates that they occur more fre- 
quently near the ends of the bone than in the shaft 
and cause a considerable amount of radiating bone 
production. The more cellular types may destroy 
bone and therefore show erosion and invasion. His- 
tologically there is an intercellular substance which 
resembles fibrous tissue, bone, cartilage, or osteoid 
tissue as well as undifferentiated cellular tissue. Cer- 
tain anatomical types are suborbinate clinical en- 
tities. ‘The most common type is both medullary and 
subperiosteal, showing central bone destruction and 
subperiosteal bone proliferation. A sclerosing type 
of osteogenic sarcoma is one in which bone produc- 
tion takes place through the greater portion of the 
tumor. It is possible that this type has a better 
prognosis than the less sclerosing forms, but some of 
these tumors are so vascular that they actually pul- 
sate and develop rapidly. These anatomical vari- 
eties may be recognized with the X-ray. Histologi- 
cally, they are much the same, although the occur- 
rence of much new bone or many blood spaces in a 
section may be suggestive of a general sclerosis or 
telangiectasis of the tumor. 

Undifferentiated sarcomata are classified as osteo- 
genic sarcomata since, arising in bone, they prob- 
ably originate in cells destined to produce bone. 


4. Inflammatory conditions. These conditions 
are placed in the center of the list because, on the one 
hand, there are instances of excessively exuberant 
callus approaching the malignant osteogenic sarcoma 
histologically, and on the other hand there are bor- 
derline cases, such as cases of osteitis fibrosa and 
bone cysts, in which it is difficult to differentiate be- 
tween new growth and inflammation either roent- 
genologically or histologically. Osteitis fibrosa is 
classified with inflammatory conditions. The term 
“inflammation” is applied also to such forms of 
osteitis as Paget’s disease, von Recklinghausen’s 
disease, bone cyst, and the various types of single 
and diffuse cystic disease of bone. 

5. Benign giant-cell tumors. This term replaces 
the old term ‘‘giant-cell sarcoma.” The Registry 
has no instance of metastasis resulting from these 
tumors. The X-ray shows them to be central tumors 
expanding the bone locally. They present a distinct 
histological picture. 

6. Benign angiomata. These tumors occur in 
bone as cavernous structures. The roentgenogram 
shows that the bone is rarified and the tumors ex- 
tend similar to giant-cell tumors, and have similar 
but more numerous loculi. It is believed that an- 
giosarcoma occurs in bone, but no typical case has 
been reported. Most of the tumors so diagnosed are 
probably telangiectatic osteogenic sarcomata. 

7. Ewing’s tumor. This growth usually involves 
the shaft of the long bones, widening it apparently 
by spreading the lamelle of the bone apart. It may 
involve the skull or the short bones and is more apt 
than true osteogenic sarcoma to be multiple. The 
roentgenogram shows a characteristic longitudinal 
striation. The tumor usually involves more than 
half of the shaft. Radiating spicules are often pres- 
ent, but there may be onion-like layers of periosteal 
new bone formation as in osteomyelitis with which 
the condition is often confused. The growth is in- 
vasive and destructive rather than productive, but 
a reactive formation of new bone may result. Histo- 
logically there are undifferentiated round and poly- 
hedral cells sometimes arranged in a perithelial man- 
ner about the capillaries. The prognosis is unfavor- 
able, but the tumors respond temporarily to irradia- 
tion. 

8. Myeloma. Myelomata are almost always mul- 
tiple, central, and not bone producing. The roent- 
genogram shows no bone proliferation. The tumors 
are usually benign. Occasionally there is invasion 
of the bone presenting the moth-eaten appearance 
characteristic of cancer. Histologically the cells re 
semble those of the myelocyte series. The tumors 
are always fatal, although irradiation results in a 
temporary improvement. 
; Rupovpu S. Reicu, M.D, 


139 








140 INTERNATIONAL ABSTRACT OF SURGERY 


eee ee R.: ene Arthritis. Glasgow M. 
J., 1925, N.S. XX 
Campbell, D.: Non-Specific Therapy in Rheuma- 
toid Arthritis. Glasgow M.J., 1925, n.s. xxi, 79. 
Russell, J.: The Surgical Aspects of Rheumatoid 
Arthritis. Glasgow M.J., 1925, n.s. xxi, go. 


STOCKMAN states that rheumatoid arthritis ulti- 
mately presents the general clinical aspects of a low- 
grade chronic infection affecting not only the joints 
but also the fibrous tissues of the muscles, aponeu- 
roses, fascia, and panniculus adiposus, the involve- 
ment of the latter adding to the stiffness, aching, 
pain, crippling, and general disability. 

The portal of entry of the infecting organisms is 
principally the tonsil, but boils, septic sores, pyor- 
rhoea, and chronic pulmonary and intestinal con- 
ditions have also been held responsible. 

Treatment along general lines includes residence 
in a dry, stimulating climate, the avoidance of cold 
and damp, an outdoor life, good food, and tonic 
medicines. Locally, baths, friction, and stimulating 
liniments have been employed. Active motion is 
urged in all cases to prevent stiffness. 

CAMPBELL reports his conclusions based on ex- 
perience with non-specific therapy in 100 unselected 
cases of arthritis, in the majority of which typhoid 
vaccine was used intravenously. All of these cases 
were treated routinely as follows: 

Beginning with 1oo million killed organisms dilut- 
ed in 5 c.cm. of normal saline solution, the doses 
were increased by 25 million until 200 million were 
reached. The vaccine was injected every fifth day 
when the stomach was empty. In all, five doses were 
given. 

In practically all of the cases there was a febrile 
reaction of from 102 to 104 degrees F., with chills, 
headache, perspiration, and a leucocytosis. Of the 
100 cases so treated, seventy have been followed 
for from one to three and one-half years. Twelve of 
the patients were not benefited in any way, but 
fifty-eight were discharged with the infection in- 
hibited and the symptoms relieved. Forty of the 
latter remained cured, sixteen had a relapse, and 
two could not be traced. 

Campbell does not claim that protein-shock ther- 
apy is an ideal method of treatment, but he believes 
that in the present state of our knowledge it offers 
a greater probability of success than any other known 
method. 

RUSSELL, in discussing the surgical aspects of 
rheumatoid arthritis, urges the prevention of de- 
formities and suggests good positions for ankylosis 
of the joints if this should occur. In suitable cases, 
deformities may be corrected by gradual stretching 
or open operation. Cuester C. ScHnewer, M.D. 


Tucker, J., and Jackson, J. A.: Some Problems in 
the Diagnosis and Treatment of Chronic Non- 
Suppurative Arthritis. Ohio State M.J., 1925, xxi, 
157. 

The authors accept Goldthwait’s classification of 
the various types of arthritis, viz.: (1) chronic infec- 


tious arthritis, (2) chronic atrophic arthritis, and 
(3) chronic hypertrophic arthritis. 

In the diagnosis, the family history should be 
searched for such constitutional defects as are mani- 
fested by gout, obesity, diabetes, Bright’s disease, 
arthritis, tuberculosis, and syphilis. In the personal 
history the attempt should be made to find any in- 
fection that might initiate a joint change or persist 
as an infective focus. If the physician will not de- 
vote the proper amount of time to the case, or if the 
patient will not cooperate with him fully, any at- 
tempt at a cure will probably fail. The authors 
review briefly the characteristics of chronic infec- 
tious, atrophic, and hypertrophic arthritis. 

The treatment of arthritis is discussed with regard 
to the general management of the patient for the 
elimination of infective foci and the correction of 
systemic effects of infection and mechanical defects. 
If the foci are found and removed, physiotherapeutic 
treatment should follow for the restoration of func- 
tion. The general condition is best treated by diet 
and exercises adapted to the particular case. Be- 
cause the sugar tolerance is lowered, the supply of 
carbohydrates should be decreased. In the cases of 
fat patients, restriction of fat seems to be beneficial, 
whereas in the cases of thin patients the use of fats 
appears to be indicated. Drugs have been largely 
abandoned. Tonics have little effect except as ap- 
petizers. Fixation by casts or splints is often neces- 
sary and important. Paraffin baths have a great 
advantage over hot water soaks in that they do not 
cause dehydration of the skin. Diathermy (300 to 
400 ma.) is most beneficial in the hypertrophic types 
of arthritis. It should be applied for periods of from 
one-half to one hour. Rosert V. Funsten, M.D. 


Philips, H. B.: Syphilitic Arthritis, with Particular 
Reference to Some New Phases of Roentgen 
Diagnosis. Am. J. Surg., 1925, xxxix, 31. 

The author states that joint syphilis is frequently 
overlooked or mistaken for other arthritic conditions, 
but that this error is being made less frequently to- 
day than formerly because of the more routine use of 
the X-ray and a better recognition of the character- 
istic X-ray signs of the condition. 

In 100 cases of syphilitic joints reviewed by 
Philips a Wassermann test was made routinely, but 
was not permitted to control the diagnosis. The 
ultimate deciding factor in establishing the nature 
of the pathological process was the therapeutic test. 
Early experiences with the condition were such that 
considerable reliance was placed on the roentgen 
picture. Negative Wassermann reactions were con- 
sidered of no value when the roentgen findings were 
positive. X-ray examination is a diagnostic method 
second in importance only to the microscopic ex- 
amination of tissue. The roentgenographic features 
of bone syphilis are so characteristic that in most 
cases the diagnosis can be made from the X-ray plate 
alone. Raetjer and Waters describe them as follows: 

“In congenital lues the joint involvement is gen- 
erally multiple, and there is periarticular swelling. 
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The cartilaginous surfaces of the joint are intact, 
but there are marked disturbances in the epiphyseal 
bone region. Here the changes take place partly in 
the epiphyseal line and partly upon the diaphyseal 
side of the epiphyseal line. The process is distinctly 
a destructive one. There are localized areas of soft- 
ening and destruction just beneath the periosteum at 
the point where the periosteum stops and the car- 
tilage of the joint begins. These areas of destruction 
are circumscribed and punched out, suggesting the 
appearance of having been bitten out by a rongeur 
forceps. They start at the epiphyseal line and ex- 
tend back into the bone proper. The epiphyseal 
line in the undestroyed portion appears perfectly 
normal. Atrophy is generally absent, and there is 
practically always more or less periostitis. 

“Luetic arthritis shows marked periarticular swell- 
ing, thickening of the synovial membrane, and fluid 
in the joint. This type does not go on to cartilagi- 
nous destruction; consequently, when the disease sub- 
sides it leaves a perfectly normal joint. The X-ray 
appearance, as far as the joint is concerned, is iden- 
tical with that of an acute polyarticular rheumatic 
or traumatic joint. Fortunately, in the majority of 
cases of this type of arthritis, it is generally accom- 
panied by bone change, and while this change is 
not in the joint itself, it is fairly characteristic and 
may be recognized as a small area of periostitis 
formed just at the chondroperiosteal junction. This 
periostitis, in conjunction with periarticular swelling 
and fluid in the joint, is fairly characteristic of a 
luetic lesion. This lesion is seen most frequently in 
early adult life. . . . Periostitis occurs with other 
forms of acute joints, but the differential point is 
that in such joints there is always destruction in the 
joint itself, while in syphilis the periostitis is associ- 
ated with no joint destruction.” 

The author believes that insufficient emphasis has 
been placed on the absence of bone atrophy in luetic 
arthritis. Since, as a rule, the condition is not as- 
sociated with incapacitating pain, the joints are used 
at least moderately and atrophy is thereby prevent- 
ed. The absence of atrophy in the presence of chron- 
ic arthritis with synovial and periarticular thicken- 
ing should therefore suggest syphilis of the joint even 
if no focal periostitis can be discovered. In the de- 
tection of this pathognomonic periostitis at the chon- 
droperiosteal juncture it must be borne in mind that 
the area is usually very small and circumscribed and 
that in the routine anteroposterior and lateral ex- 
posures only four profiles are visualized. For this 
reason, when lues is suspected, two or more oblique 
exposures should be made. 

The various types of arthritis are classified by the 
author on the basis of their roentgenological features 
as follows: 

1. Simple congenital types, with gouging out of 
the ends of the diaphysis, frequently multiple and 
symmetrical. 

2. Synovial types, which may be either single or 
multiple, congenital or acquired. These may or may 
not have a demonstrable focal periostitis at the 


chondroperiosteal junction, but they are of long du- 
ration and without commensurate atrophy. Synovitis 
of more than two months’ duration without atrophy 
should be suspected to be syphilitic until proved 
otherwise. 

3. Simple osteo-arthritic types. A dense synovitis 
is usually present. As usual, atrophy is conspicuous 
by its absence. The articular ends of the bones 
forming the joint are the site of a syphilitic osteitis, 
periostitis, or osteoperiostitis. 

4. Destructive osteo-arthritic types. These are 
uncommon. There is extensive destruction of the 
articular surfaces. A dense synovitis is present. 
Atrophy is slight. 

5. Syphilitic arthritis with secondary infection. 
There is great danger of error in the diagnosis of 
these types because of the combined effects of mul- 
tiple infection. Atrophy is usually marked, and 
there is synovitis with periarticular swelling. The 
finding that serves to identify the presence of lues is 
an osteoperiostitis in the ends of the diaphysis of the 
adjoining bones. 


Attix, F. F.: Localized Periosteal Sarcoma of the 
Tibia: Report of a Case Treated by Excision 
and Cautery. Northwest Med., 1925, xxiv, 118. 

The author cites the statements of several inves- 
tigators to emphasize the difficulty in the microscop- 
ic diagnosis of the degree of malignancy of certain 
bone tumors. For selected cases he advocates con- 
servative local treatment instead of amputation. He 
reports a case in which a small primary sarcoma of 
the tibia was resected locally, the cavity was cauter- 
ized, and radium and the X-ray were used later. 

In an accident, the tibia was fractured at the site 

of the tumor, but the fracture healed well, the limb 

is now strong and able to bear weight, and there is 
no X-ray or other evidence of tumor recurrence or 
metastasis. The tumor was removed two years ago. 

The diagnosis of osteogenic sarcoma was made by 

Bloodgood. Cuester C. Guy, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Jopson, J. H., and Rothschild, N. S.: The Treat- 
ment of Chronic Suppurative Osteomyelitis. 
Allantic M. J., 1925, xxvili, 353. 

The hematogenous variety of osteomyelitis is of 
great importance to the general practitioner, the 
pediatrist, and the internist from the standpoint of 
diagnosis. It is far more common in children than 
in adults, but may appear in adults in the most 
virulent form. In children, it begins as a para- 
epiphysitis. The traumatic variety of osteomyelitis 
is the surgeon’s lesion from the beginning. 

The X-ray has added immeasurably to our ability 
to determine the exact pathology, the state of re- 
pair, and the time for radical operation in osteo- 
myelitis. Radical operation should not be performed 
when necrotic bone is still adherent. The dividing 
line between living and dying bone cannot be ac- 
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curately distinguished. The establishment of free 
drainage is frequently necessary before more radical 
measures can be used. Blood transfusion is often 
beneficial. It is no longer considered necessary to 
include sinuses in the incision. The roof of the bone 
cavity should be removed at a point where ample 
muscle covering is present. 

The authors advocate the shelf operation, which 
consists in the conversion of the cavity into a shallow 
groove at the side of the bone which is covered by 
muscle. In cases of central cavities this requires the 
removal of three-fifths of the circumference of the 
bone. The periosteum should be preserved. The 
cavity should be packed with dakinized gauze and 
the bone protected by splinting. After two or three 
days the packing should be removed and further 
dakinization begun. Ropert V. Funsten, M.D. 


Whipple, A. O.: Immediate Mobilization After 
Aseptic Arthrotomy as Compared with Im- 
mobilization. Am. J. Surg., 1925, xxxix, 49. 

Whipple is convinced that after simple, clean 
arthrotomy for the removal of displaced cartilage 
or loose foreign bodies, early active, regular, and in- 
creasing mobilization of the joint shortens the period 
of hospitalization and gives the best results in the 
shortest period of time. 

After the danger of bleeding from the cut surfaces 
of the joint capsule and synovial layer is past, active 
movement is beneficial for the following reasons: 

1. Fibrinous adhesions are prevented. 

2. The circulation in the joint capsule, ligaments, 
and muscles is kept active and normal. 

3. The stiffness and shortening that occur in the 
joints and muscles of an immobilized limb are pre- 
vented. 

4. Careful and correct massage can be given earli- 
er and more regularly, and heat and diathermy can 
be used while the joint is being actively moved. 

Immobilization for a variable length of time is in- 
dicated when the incision has been extensive; when 
considerable trauma to the joint surfaces or struc- 
tures has been necessary; and when. there are as- 
sociated hypertrophic bone changes shown by lip- 
ping, nodular outgrowths of the articular cartilage, 
or villous changes in the synovial lining; when there 
is an associated tear in the lateral ligament or joint 
capsule; and when there is marked relaxation of the 
joint capsule due to repeated joint effusions. 

Cuester C. SCHNEIDER, M.D. 


FRACTURES AND DISLOCATIONS 
Sherrill, J. G.: The Action of Muscle Groups in 


the Production of Deformity Resulting from 
Fractures. Kentucky M.J., 1925, xxiii, 107. 


An understanding of the fundamental factors par- 
ticipating in the production of deformity after frac- 
ture is essential before treatment is undertaken. The 
first of these is the causative force. Deformities in- 
’ dicating the character and direction of the causative 
force are the posterior displacement and impaction 





of a Colles’ fracture and the abduction and posterior 
displacement of a Pott’s fracture. The entire de- 
formity in such cases results from violence, and the 
resulting position is maintained by the impaction of 
the fragments or the tonic contraction of the sur- 
rounding muscle groups. The author describes the 
methods he uses in the treatment of these conditions. 

The second factor to be considered with regard to 
fractures is gravity. The weight of a broken limb 
may in itself cause marked deformity. 

A third factor is the muscle action on the frag- 
ments produced by fracture. In fracture of the neck 
of the femur the internal rotators are rendered in- 
active and unless there is impaction the extremity 
falls into a position of external rotation. To over- 
come this deforming force the Whitman method is 
used, the position of abduction relaxing the abduc- 
tors and internal rotators of the thigh. Flexion of 
the knee aids in reducing the pull of the hamstring 
groups. Fractures of the shaft of the femur show 
displacements of the fragments in accordance with 
the action of the muscles. Fractures of the humerus, 
patella, clavicle, and forearm fall into the same 
group. Satisfactory results may be obtained only by 
counteracting this force by placing the fragments in 
neutral positions. Fremont A. CHANDLER, M.D. 


Speed, J. S.: An Operation for Unreduced Posterior 
Dislocation of the Elbow. South. M. J., 1925, 
Xviii, 193. 

The operation described is indicated in all un- 
complicated dislocations of the elbow which have 
remained unreduced a sufficient length of time to 
prevent closed reduction without undue trauma to 
the joint. After the second or third week, closed 
reductions are generally not satisfactory. In doubt- 
ful cases, much less damage will be done and a much 
better functional result will be obtained by open 
reduction. In cases complicated by extensive frac- 
tures and bony ankylosis, an arthroplasty of the 
elbow offers the only hope of a movable joint. 

On account of its complicated architecture, the 
elbow joint is notoriously prone to develop ankylosis 
following injury to its bony components or the sur- 
rounding soft parts. For successful results, an op- 
erative procedure must first allow sufficient separa- 
tion of the contracted soft tissues from the bone to 
permit the mobilization of the bones and replace- 
ment of the joint without force or levering. If such 
replacement is not obtained the articular surfaces of 
the osteoporotic bone will be crushed and ankylosis 
will result. The operation must also effect complete 
exposure of the joint so that adhesions to the ar- 
ticular surfaces may be divided and scar tissue may 
be removed from the olecranon fossa and the in- 
cisura semilunaris. In this exposure due regard must 
be given to the soft tissue about the joint and an ap- 
proach must be used which will not so injure the 
muscular attachments, vessels, or nerves as to pre- 
vent the return of function. 

In the operation described the incision is made 
over the posterior surface of the elbow, beginning 1n 
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the midline about 4 in. above the tip of the olecranon 
and extending down to just above the tip of the 
olecranon, where it is turned slightly outward over 
the center of the external condyle of the humerus and 
the head of the radius for a distance of about 2 in. on 
the forearm. 

Skin flaps are dissected back completely to ex- 
pose the tendinous insertion of the triceps muscle 
and the posterior surfaces of the elbow joint. The 
ulnar nerve is dissected from its bed and retracted 
out of danger. The tendon of the triceps is dis- 
sected out, turned down from its upper end, and 
left attached to the olecranon. An incision is then 
made directly in the midline, down to the hu- 
merus, extending from 3 in. upon the shaft down 
to the reflexion of the joint capsule around the ar- 
ticular surfaces. Subperiosteally, all of the mus- 
cular attachments over the lower end of the humerus, 
both anteriorly and posteriorly, are stripped free 
with a periosteal elevator. When the attachment of 
the joint capsule around the condyles is reached, it 
is necessary to divide it with a knife or the scissors. 
The lower end of the humerus is completely mobil- 
ized. Callus and scar tissue in the olecranon fossa 
and incisura semilunaris are thoroughly removed. 
The radius and ulna are gently reduced, and the 
joint is carried through a full range of motion in 
order to ascertain that there is no obstruction. The 
periosteum and muscles are then closed, the fascia 
is sutured over the head of the radius, and the ten- 
don of the triceps muscle is sewed back in its normal 
position. The arm is then placed in a posterior 
splint, with the elbow flexed:at right angles. 

After ten days, light massage and baking are be 
gun and the splint is removed several times a day for 
gentle active and passive motion. At the end of 
three weeks the splint is discarded and the use of 
dumb bells and exercisers is encouraged. When the 
dislocation has been present for a long time, there is 
considerable atrophy of the muscles and the articu- 
lar cartilages are roughened and atrophic. In such 
cases a longer period of after-treatment is required. 

Dante H. Levintuar, M.D. 


Boorstein, S. W.: Rational Treatment of Fractures 
of the Lower End of the Radius. Am. J. Surg., 
1925, XXXiX, 50. 


With regard to fractures of the lower end of the 


radius and their treatment, Boorstein draws the fol- 
lowing conclusions: 


1. Reduction of a fracture of the lower end of the 
radius is a serious operation and should be carefully 
performed. It should not be delegated to the young- 
est interne or attempted by an inexperienced general 
practitioner. 

2. In the typical deformity the radius is displaced 
in four ways, viz., backward, upward, to the radial 
side, and rotated backward. The styloid process of 
the ulna is usually broken off. 

3. For good results, correction of the displace- 
ment and early mobilization are of paramount im- 
portance. 

4. The best methods of reduction are the Jones 
and Cotton methods. 

5. It is best to begin massage and active exercises 
on the third day. 

6. Stiffness of the fingers should be prevented by 
early use. 

7. Slight deformity may remain, especially widen- 
ing of the radius. 

8. Some permanent shortening of the radius may 
result from condensation of the tissue of the lower 
fragment where the upper fragment is impacted into 
the lower. 

g. Shoulder pain is due to the impaction force and 
should be prevented by early baking, massage, and 
the use of the shoulder and hand. 

10. A roentgenogram should be taken before and 
immediately after reduction, at short intervals dur- 
ing the course of treatment, and just before the pa- 
tient is discharged. Cuerster C. Scunemer, M.D. 


Bradford, E. H.: Splint Treatment of Fracture of 
the Neck of the Femur and Hip Disease. Med. J. 
& Rec., 1925, cxxi, 263. 

Splint treatment was first used in cases of fracture 
of the neck of the femur in the Massachusetts Hos- 
pital School. Two cases are reported in this article. 
Buck’s extension was applied primarily in both. In 
one, a Bradford abduction splint was applied after 
three days, and in the other after three weeks. Both 
patients were allowed to be up after about four 
weeks, and after fifteen weeks showed an excellent 
anatomical and functional result. 

The advantages of the method are evident. Free 
dom from plaster-of-Paris fixation favors bone union. 
Before the introduction of plaster fixation non-union 
was little feared. 

The author describes the splint and its applica- 
tion. Rospert V. Funsten, M.D. 











BLOOD VESSELS 


Reid, M. R.: Abnormal Arteriovenous Commu- 
nications, Acquired and Congenital. I. Re- 
port of a Series of Cases. Arch. Surg., 1925, x, 
601. 


Abnormal arteriovenous communications include 
arteriovenous ancurisms, cirsoid aneurisms (race- 
mose aneurisms, aneurisms by anastomosis), pul- 
sating angiomata, and possibly simple angiomata. 
Reid reports twenty-seven carefully studied cases 
which illustrate the points to be discussed in sub- 
sequent articles. There were six cases of congenital 
abnormal arteriovenous communications. 

Eight of the communications were femoral; six, 
intracranial; five, subclavian; three, popliteal; two, 
carotid; four, in the head; two, in the hand; one, in 
the lip; one, in the eyelid; and one, in the tibia. 

Twenty-six patients were cured; three were bene- 
fited; two were not treated; and two died. 

Morris H. Kaun, M.D. 


BLOOD; TRANSFUSION 


Smith, C. H.: Studies in Calcium and Blood Coagu- 
lation (With Special Reference to the Use. of 
Salted Plasma as a Method of Estimating 
Clotting Time). Am. J. M.Sc., 1925, clxix, 572. 


Smith describes a method of estimating the coagu- 
lation time in which the blood is salted with a hy- 
pertonic sodium-chloride solution. The coagula- 
tion time is determined after dilution of the salted 
plasma with distilled water as well as with calcium- 
chloride solutions of two concentrations. In the 
use of this method the period elapsing between the 
salting of the blood and its centrifugalization, the 
age of the hypertonic sodium-chloride-solution, and 
the temperature at which the tests are conducted 
must be borne in mind. 

The author compares the clotting time as deter- 
mined by the method described with the findings of 
Lee and White in a series of normal cases and in 
cases of jaundice and nephritis. To determine the 
clotting time definitely in a specified pathological 
condition a large number of tests is necessary. It 
may be possible to employ the method in jaundice 
to determine pre-operatively the effect upon the 
clotting time of the administration of calcium. 
Smith draws the following conclusions: 

1. In the process of blood clotting, the calcium 
principally involved is the ionizable and available 
form. 

2. Hypertonic sodium chloride of the strength 
used in the test probably exerts an effect upon all 
of the elements essential to coagulation and in the 
case of calcium results in inactivation. 
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3. With increasing concentrations of calcium 
chloride in the dilution of salted plasma a gradual 
retardation of clotting time is observed. 

4. As the period between the salting of the blood 
and its subsequent centrifugalization is increased, 
the clotting time of the salted plasma after dilution 
is shortened. 

5. The clotting time in jaundice may be normal, 
but when delayed it does not run parallel with the 
intensity or period of duration of this condition. 

6. In nephritis, a consideration of the clotting 
time necessitates also the differentiation between 
availableand non-available or protein-bound calcium. 

WALTER H. Napier, M.D. 


LYMPH VESSELS AND GLANDS 


Minot, G. R.: A Case of Generalized Enlargement 
of the Lymph Nodes and Hypertrophy of the 
Spleen Associated with Chronic Focal Infec- 
tion. Med. Clin. N. Am., 1925, viii, 1411. 

The case reported was that of a man 23 years of 
age. When the patient was first seen by the author 
seven years previously he was pale and under- 
nourished. At the time of the second examination 
there was marked cervical, axillary, and inguinal 
adenopathy associated with splenic enlargement 
extending 4 cm. below the costal border. The patient 
gave a history of frequent head “colds,” slight ton- 
sillitis, scarlet fever a year previously, and consti- 
pation requiring the use of a daily cathartic. Roent- 
gen-ray examination of the thorax revealed marked 
peribronchial thickening in the form of masses of 
nodes situated near the base of the heart. The 
stools were mushy, unformed, and acid. Alterations 
in the blood picture included only a white cell 
count of 14,000 and secondary anemia. 

The constipation was overcome by avoidance of 
the use of cathartics, and by slight changes in the 
diet, but chiefly by attention to habit in the regula- 
tion of the bowels. Four months later the patient 
had gained 4 lbs. and was no longer pale or sallow, 
but the lymphadenopathy and the size of the spleen 
were the same. For six months his condition then 
remained stationary. Then, for a period of eight 
months, he became tired easily and there was evi- 
dence of nasal obstruction. The tonsils and adenoid 
tissue of the nasopharynx were found hypertrophied 
and infected, but the sinuses were pronounced 
normal despite opacity of the left anterior ethmoid 
cells. A lymph node removed from the neck showed 
only chronic inflammatory hyperplasia. The tonsils 
and adenoids were excised and a portion of the left 
middle turbinate was removed. 

Six weeks later the patient looked well and had 
gained ro lbs. Sinus roentgenograms no longer 
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showed opacity. The lymph nodes were much 
smaller and the spleen was no longer palpable. 
Today, almost six years after the operation, the 
patient feels entirely well. The spleen is not pal- 
pable, only a few glands can be felt in the left cervi- 
cal region, and the blood picture is normal. 
Water H. Napier, M.D. 


Stenhouse, H. M.: The Real Cause of Elephantiasis. 
U.S. Naval M. Bull., 1925, xxii, 119. 

The author discusses three distinct phases of 
elephantiasis: 

1. The filarial infection and filarial damage to the 
host. 

2. The defense reaction of the host. 

3. The post-defense hyperplasia of lymphatics 
and fibrous tissue. 

In the phase of infectivity the young worm ma- 
tures in the lymphatics. The sheathed embryos of 
filaria bancrofti appear in the superficial blood ves- 
sels at night and gather in the deeper structures in 
the day. This phase may continue for years. Al- 
bumin and casts appear in the urine. Nocturia and 
signs of early arteriosclerosis appear. Examination 
of the blood reveals a lymphocytosis. 

During the second stage the gland enlarges at the 
site of lodgement of the adult parasites. The patient 
suffers from chills and a fever usually ranging from 
1o1 to 103 degrees F. The lymphocytosis gives way 
to a polymorphonuclear leucocytosis of from 16,000 
to 20,000. At the end of this defense reaction the 
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adult parasite dies and the embryo leaves the blood 
stream. The parasite plays no part in the elephan- 
tiasis or any other pathological process which may 
follow. 

In the third stage, elephantiasis follows a simple 
mechanical blocking of the lymph spaces. It is 
brought about by the deposit in the intracellular 
spaces of chemical substances contained in the 
lymph. A benign hyperplasia of the tissues develops 
with the formation of ulcers and fissures. There may 
be giant-cell formation and fibrosis at the site of 
deposit of the parasite, but these are local while the 
chemical changes in the lymph are general. 

The author investigated the disease in 611 cases of 
filariasis on the island of St. Croix, and another 
group of cases at King’s Hill poor farm. The disease 
is most common before the twentieth year of age. 
Its relative frequency in: females and males is ex- 
pressed by the ratio 5:4. It occurs asa rule in colored 
persons. 

Surgery is indicated to relieve the lymphatic ten- 
sion. The Kondoleon operation meets with fair suc- 
cess. Partial resection of the scrotum after the 
method of Fauntleroy is also of value. There need 
be no fear of renewing the process by liberation of 
the filaria from the walled-off areas, as the disease 
has passed and the parasite is no longer present. It 
is possible that remedies frequently employed by 
the natives have some beneficial effect in the pre- 
vention of elephantiasis in the terminal stages of the 
disease. WiciiaM J. Pickett, M.D. 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Collins, A. N., and Ritz, F.: Tracing Infections in a 
Surgical Service. Minnesota Med., 1925, viii, 181. 


In order to discover the causes of surgical infec- 
tions, Collins and Ritz undertook a series of bac- 
teriological examinations of sheets, sponges, rubber 
gloves, drains, and other material used in the operat- 
ing room. They concluded that the chief source of 
postoperative infections is punctured rubber gloves. 
They therefore urge more. thorough disinfection of 
the hands before the gloves are put on and an im- 
mediate change of gloves as soon as a puncture or 
tear is discovered. Joun J. Matoney, M.D. 


Kolodny, A.: Pulmonary Complications After 
Laparotomies; The Site of Hypodermoclysis in 
Relation to Them. J. Am. M. Ass., 1925, \xxxiv, 
810. 


The author discusses the frequency with which 
pulmonary complications follow laparotomies. He 
mentions well-known predisposing factors such as 
old age, pathological conditions of the heart and 
lungs, cachexia, especially in patients with malig- 
nant neoplasms, the aspiration of vomitus or bron- 
chial secretion during operation, exposure to cold 
during operation or transportation, and a flat posi- 
tion in bed. The amount of time consumed in the 
performance of the operation and the induction of 
general anesthesia are not considered important. 
He regards as a criterion of a postoperative pneu- 
monia any elevation of temperature that is accom- 
panied by even slight positive percussion and 
auscultatory pulmonary findings. Agonal hypo- 
static engorgement and fatal embolic and pulmonary 
suppurations are not considered in the discussion. 

Two stages are distinguished in the development 
of the typical postoperative pneumonia. The first 
begins with catarrhal changes in the larger bronchi 
and reaches a climax in two or three days. The per- 
cussion note may be unimpaired. The second 
stage is reached when there is involvement of the 
lung parenchyma proper. At this stage the per- 
cussion findings are positive and typical. 

Causes of the development of-the second stage 
are respiratory and circulatory decompensations. 
When there is pain due to wounds in the upper 
abdomen, expectoration, respiration, and ventila- 
tion of the lungs are insufficient. The breathing is 
more thoracic than abdominal, being shallower and 
more rapid. 

The author regards the infusion of saline solu- 
tion into the cellular tissue as one of the most bene- 
ficial postoperative methods of stimulating the cir- 
culation. However, he has observed that in- 
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fusion into .the cellular tissue under the pectoral 
muscles leads to a marked increase in the frequency 
of the respiratory excursions and later to a fast 
pulse. As this must be avoided, a better method is 
infusion of from 1,000 to 2,000 c.cm. of saline solu- 
tion into the cellular tissue of the outer aspects of 
the thighs. Local anesthesia induced with 1 c.cm. 
of 0.5 per cent procaine solution makes the intro- 
duction into the skin of the large-gauge needles 
(from 16 to 18) almost painless. 
Rosert M. Grier, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Willis, A. M.: The Value of Débridement in the 
Treatment of Burns. J. Am. M. Ass., 1925, lxxxiv, 
655. 


It is believed that secondary traumatic shock is 
due to intoxication by protein cleavage products. It 
seems to have been conclusively demonstrated that 
traumatized tissues may serve as a source of toxin 
formation, and the application of débridement, the 
removal of this traumatized tissue, has proved ef- 
ficacious in the relief and prevention of shock. 

Animal experimentation has shown that in burns, 
as in traumatic shock, there is an increased concen- 
tration of the blood, corpuscular count, and blood 
nitrogen, while the alkali reserve is not appreciably 
affected until late in the course of the intoxication. 
With these changes in the blood there is a gradual 
decline in the blood pressure. In untreated animals, 
definite structural changes were detected in the in- 
testines, kidneys, and adrenals. When excision of 
the burned areas was done, the blood changes were 
absent or very slight, recovery was much more rapid, 
and when the animals were killed, there was no evi- 
dence of structural change in the organs which 
showed changes in the untreated controls. 

SAMUEL Kaun, M.D. 


Brill, I. C., and Myers, H. B.: Mercurochrome-220 
Soluble and Gentian Violet: Bactericidal Ef- 
ficiency by the Intravenous Route. J. Am. M. 
Ass., 1925, Ixxxiv, 879. 

The authors report clinical observations made on 
three cases of bacteremia and two cases of lo- 
cal gonococcal infections treated by intravenous 
injections of mercurochrome and gentian violet. 
These observations, carefully controlled by cultural 
checks, seem to indicate that the intravascular in- 
jection of the dyes in no way interfered with the 
progress of the infection. 

In experiments on the effect of concentrations of 
1:10,000 of mercurochrome and gentian violet on 
the growth of staphylococcus, streptococcus, and 
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bacillus coli im vitro, the dyes appeared to have no 
direct bactericidal action on these organisms in a 
period of three hours. The concentration used rep- 
resents the maximal advisable concentration of these 
dyes in the circulation. Morris H. Kaun, M.D. 


ANZSTHESIA 


Meeker, W. R.: Splanchnic Anesthesia: An Anal- 
ysis of Forty-Two Cases. Arch. Surg., 1925, x, 699. 
Abdominal viscera are insensitive to pain if the 
cutting, crushing, or cauterizing of an operation is 
an inadequate stimulus for the production of such 
pain. The breaking of conductivity in the splanch- 
nic nerves for the relief of visceral pain in abdominal 
operations is therefore not in accordance with sound 
principles of anatomy and physiology. 

The pain experienced in an abdominal operation 
performed under local anesthesia is due to stimula- 
tion of spinal rather than sympathetic nerve fila- 
ments, since it arises as the result of either traction 
on the mesentery or direct irritation of the parietal 
peritoneum. Paravertebral block of the fifth dorsal 
to third lumbar nerves is anatomically and physi- 
ologically correct, but impractical. 

Clinical experience with splanchnic anesthesia 
proves it to be inefficient as it does not give a com- 
plete surgical anesthesia of the abdominal cavity. 
It is the least important of all the factors concerned 
in the success of an abdominal operation under local 
anesthesia. Moreover, splanchnic nerve block is not 
free from danger, a fact acknowledged by most users 
of the method. Four deaths in a collected series of 
1,375 Operations is a higher mortality than that of 
spinal anesthesia. 








SURGICAL TECHNIQUE 147 


Farr, R. E.: The Importance of a Modified Surgical 


Technique in the Use of Local Anesthesia. 
J. Towa State M. Soc., 1925, xv, 56. 

Successful local anesthesia depends on the follow- 
ing factors: (1) the establishment of a proper 
psychological condition of the patient; (2) assurance 
of the patient’s physical comfort during the opera- 
tion; (3) the induction of complete local anesthesia 
without unnecessary pain; and (4) the employment 
of a modified surgical technique which is compatible 
with the use of local anesthesia. 

The first requirement is met by tactful manage- 
ment of the patient and attention to every detail 
which will increase his comfort and reduce his ap- 
prehension. His comfort on the table is assured by 
a proper position and by the care of well-trained 
assistants with proper equipment. Local anesthesia 
should be induced slowly and carefully with well- 
selected instruments. If the anasthetist proceeds 
gently the patient’s confidence and cooperation will 
be won. 

In performing the operation a special surgical 
strategy is used, its object being good exposure with 
minimal trauma.. The latter is obtained by absolute 
relaxation of the muscles, even retraction with 
spring retractors, an operating table which can be 
tilted to any desired position to allow displacement 
of the organs from the field of operation by gravity, 
sharp clean dissection, and careful handling of tissues 
to avoid traction. 

By availing himself of this technique the author 
has been able to perform almost any abdominal 
operation under local anesthesia, except in cases of 
severe infection, great distention, and large tumors. 
GeorcE R. McAuutrr, M.D. 











ROENTGENOLOGY 


Evans, W. A., and Leucutia, T.: Intrathoracic 
Changes Induced by Heavy Radiation. Am. J. 
Roentgenol., 1925, xiii, 203. 

In a previous article the authors referred briefly 
to changes occurring in the normal tissues within 
the chest incident to the application of heavy radia- 
tions such as are necessary in the treatment of pri- 
mary or secondary intrathoracic tumors or are some- 
times used in the postoperative treatment of mam- 
mary carcinoma. In this article they discuss in de- 
tail the development and nature of such changes. On 
the basis of clinical, roentgenological, and histo- 
logical findings, they conclude that the changes de- 
scribed are the direct result of too intensive irradia- 
tion. ‘To prove their contention, numerous roent- 
genograms and photomicrographs illustrating differ- 
ent phases of the process and detailed case histories 
are included in the article. 

The following summary embodies the authors’ 
findings and conclusions: 

1. Intrathoracic changes are observed whenever 
too intensive radiation has been given. The quality 
of the rays is of no influence. Superficial roentgen- 
ray therapy produces the same intrathoracic changes 
as deep roentgen-ray therapy if the necessary dose 
is projected within the tissues. 

2. The measurement of the dose within the chest 
is very difficult because of the different absorption 
co-efficient values of the intrathoracic structures, 
such as the lung, pleura, heart, etc. The construc- 
tion of a special lung phantom is necessary. 

3. The changes produced by the radiation within 
the chest are of two different types: (a) early changes 
manifesting themselves as infiltration, and (b) late 
changes appearing as fibrosis. : 

4. If one single dose less than 100 per cent S.U.D. 
is administered over part of the lung or over the 
entire lung, no changes will occur which can be ob- 
served clinically or roentgenologically. 

5. Infiltration of the intrathoracic structures may 
appear under the following conditions: 

(a) If a single dose exceeding roo per cent $.U.D. 
is delivered to the lungs. If the dose is lower than 
140 per cent S.U.D., the infiltration usually clears up; 
if it exceeds 140 per cent $.U.D., fibrosis develops. 

(b) If a dose of from 30 to 4o per cent S.U.D. is 
repeated over the same parts of the lungs at short 
intervals for a long period of time, as is sometimes 
done in superficial roentgen-ray therapy. Probably 
a summation of the effect of the rays takes place. 

(c) If a dose of from 40 to 100 per cent S.U.D. is 
repeated three of four times over the same parts of 
the lungs at intervals of from two to six months, as 
practiced in deep roentgen-ray therapy. If at each 
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exposure both lung fields are covered in their entire- 
ty, the infiltration produced may have fatal con- 
sequences. 

(d) If a dose of from too to 140 per cent S.U.D. 
is repeated over the lungs for the second time within 
six months, that is, before the infiltration produced 
by the first exposure has cleared up, the infiltration 
due to the second exposure may be so extensive that 
if the radiation has covered both lung fields an entire 
loss of function of the lungs with exitus may follow. 

6. Fibrosis of the intrathoracic structures may 
appear under the following conditions: 

(a) In the case of 5a if the infiltration does not 
clear up. If the dose is less than 140 per cent S.U.D., 
fibrosis is seldom observed, but if it exceeds 140 per 
cent $.U.D., it becomes a constant manifestation. 

(b) In the case of 56 and sc if the infiltration 
does not clear up. 

(c) Ifa dose of from roo to 140 per cent S.U.D. is 
repeated over the same parts of the lungs. If the 
dose is repeated twice, fibrosis will appear in about 
80 per cent of the cases. If the dose is repeated 
three or four times, fibrosis will appear in every 
case, 

7. The prognosis of radiation infiltration is good. 
The changes usually clear up without leaving any 
anatomical or functional disturbance. However, 
because of the area of decreased resistance that is 
created, the patient is susceptible to bronchial or 
pulmonary infection. 

The prognosis of fibrosis depends upon the degree 
of extension. A slight fibrosis causes no inconven- 
ience and is discovered only accidentally. A fibrosis 
extending through one entire lung may produce 
rather severe symptoms because of impairment of 
the function of the organ. However, even in such 
cases the prognosis as to the duration of life is not 
unfavorable. 

8. The statistics of eighty cases treated for mam- 
mary carcinoma or tumors within the chest show 
that if a proper technique is used fibrosis is rather 
rare. By further improvement in the method of 
treatment the incidence of fibrosis will be reduced 
to practically nothing. However, in inoperable cases 
in which the repetition of large doses is necessary, 
fibrosis cannot be avoided. 

9. The treatment of the intrathoracic changes 
produced by radiation is purely symptomatic. 

ApotpH Hartune, M.D. 


MISCELLANEOUS 


Reyn, A.: Light Treatment in Medicine. Radiology 
1925, iv, 288. 

Light treatment is based largely on Finsen’s in- 

vestigations of the biological powers of different 
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rays in the spectrum, especially the chemical effect 
of ultraviolet rays. The light is applied locally in 
concentrated form by means of lenses or the entire 
body is exposed to it. 

The source of the light used is the sun or a carbon 
arc light with a spectrum closely approximating 
that of the sun. The carbon arc light is particularly 
rich in ultraviolet rays, which, in the case of the 
sun, are largely filtered out or absorbed except in 
very favorable locations. Concentration is obtained 
by means of rock crystal lenses, which readily trans- 
mit ultraviolet rays. The heat is minimized by 
layers of distilled water interposed between some of 
the lenses. The effects of the penetrating powers of 
the chemical rays are increased in the depths by 
compression to render the part bloodless. A sub- 
stitute for the carbon arc light, the Kromayer 
quartz lamp in which the light is formed between 
two poles of mercury, has a limited applicability 
because its rays have less penetrating power. 

The clinical value of the local action of light has 
been abundantly proved in the case of lupus vul- 
garis. A vast collection of cases shows over 60 per 
cent cured with smooth and almost imperceptible 
scars. In cases of tuberculosis verrucosa, tubercu- 
losis colliquativa, and tuberculosis conjunctiva a 
cure has been obtained in from go to 100 per cent. 
In different forms of surgical tuberculosis and 
tuberculous glands with sinuses, local treatment is 
sometimes given simultaneously with light baths, 
but light baths are the principal treatment in these 
cases. Other conditions in which the local application 
of light therapy occasionally gives good results are 
lupus erythematosis, acne vulgaris and rosacea, 
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alopecia areata, roentgen ulcer, xanthelasma, and 
trachoma. 

Light baths have a stimulating effect on the 
organism as a whole. The accompanying erythema 
of the skin brings about a fall in the blood pressure 
in the blood vessels of the periphery and causes 
deeper respiration. Light baths have been used to 
advantage in different forms of heart disease to 
relieve the dyspnoea. Applied simultaneously with 
local applications of light in lupus vulgaris, they 
have raised the percentage of permanent cures to 
about go, and shortened the time necessary for cure. 
In surgical tuberculosis they have proved of the 
utmost value. Of 439 cases thus treated, a cure was 
obtained in 77 per cent which were treated for un- 
complicated closed tuberculosis of bones and joints 
and 83 per cent in which there were complicating 
sinuses or abscesses. 

The results obtained in tuberculous glands by 
the combination of carbon arc light baths and 
roentgen rays and by light baths alone have been 
excellent, not only in cases of hyperplastic glands, 
but also in sinus cases. About 95 per cent of 500 
cases were cured. The treatment has proved of 
value also in rhinolaryngological tuberculosis. Its 
value in pulmonary tuberculosis is open to dis- 
cussion. In non-febrile cases its stimulating action 
exerts a favorable influence. Other conditions in 
which light baths have been found valuable are 
rickets, neurasthenia, and anwmia, and such skin 
lesions as prurigo and psoriasis. 

The type of arc lamp used at the Finsen Institute 
and the technique employed are described in detail. 
ApotepH Hartunc, M.D. 
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Nystroem, G.: The Radical Operative Treatment 
of Varicose Ulcers. Acta chirurg. Scand., 1925, 
Iviii, 457. 

Varicose ulcers occur more frequently than is 
generally believed in periods of life in which the 
ability to work is still preserved in full. Fifty per 
cent of the subjects are under 60 years of age. 

The best treatment of large callous ulcers is 
excision and skin grafting after the method of 
Thiersch. Recurrences develop more easily after 
spontaneous healing than after grafting, possibly 
because of a difference in the plane of demarcation 
between the epidermis and the cutis vera. 

The excision should therefore include not only 
the ulcer but also every trace of callous scar tissue 
beneath and around it. In order to obtain a bed of 
normal tissue for the graft, it should be carried 
down, if necessary, to the periosteum, muscles, and 
tendons. By this means the vicious circle that is 
kept up by the ulcer, the shrivelling scar tissue, and 
repeated infectious processes is broken up. 

Of nine cases operated upon by the method 
described, eight have been traced. In one case a 
recurrence developed in a portion of the ulcer that 
had not been radically removed, but the rest of the 
lesion has remained healed for nearly two years. A 
recurrence developed also in a case of unsuccessful 
transplantation. In all of the other cases the ulcer 
has remained healed for from seven to twenty-two 
months since the completion of the operations. 


Duval, H. R.: Guiding Ideas in Cancer Treatment 
(Des idées directrices de la thérapeutique anticancé- 
reuse). Paris chir., 1925, xvii, 21. 

Duval refers to the generally prevalent ideas that 
the human organism is incapable of defending itself 
against cancer, and that cancer can be cured only 
by the complete destruction of all neoplastic cells. 

Spontaneous recovery from malignant tumors, 
although exceptional, and recovery after incomplete 
eradication speak against these views. 

Those who believe that there is no organic reac- 
tion against cancer place their faith in the treatment 
of malignancy on complete destruction or extirpa- 
tion of the neoplastic cells, but, as Duval has shown, 
the most éxtensive radical operations and prolonged 
intensive radiotherapy have both failed to eradicate 
cancer and in the case of breast cancer the recoveries 
beyond three years are not much more numerous 
today than they were twenty years ago. 

When a cancer is no longer localized it is vain to 
expect to remove it totally by any means or to 
effect a cure without the aid of the patient’s resis- 
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tance. On the other hand, much may be accom- 
plished by strengthening the organic defence reac- 
tions. Radiotherapy, when not destructive, may 
stimulate these reactions. Both surgical and radio- 
therapeutic procedures should be modified to meet 
the needs of the particular case. Without the 
development of organic reactions any cancer therapy 
will fail. Wittram A. BRENNAN, M.D. 


Ward, G. E.: The Value of Electrothermic Methods 
in the Treatment of Malignancy. J. Am. M. 
ASs., 1925, Ixxxiv, 660. 


Heat is a very potent factor in destroying neo- 
plastic cells. In electrodesiccation and _ electro- 
coagulation we have most efficient methods of heat 
production and distribution throughout a diseased 
area. Prior to the induction of local or general 
anesthesia 1/150 gr. of scopolamine, % gr. of 
morphine, and 1/150 gr. of atropine are admin- 
istered hypodermically. In treating large areas of 
disease, one should always begin by forming a line 
of coagulation around and beneath them whenever 
this is possible in order to cut off the lymph and 
blood drainage from the part. In cases of small 
superficial growths it is necessary only to insert the 
needle, turn on the current, and, when the diseased 
area has become white, turn off the current. There 
is none of the slow healing and indolent ulceration 
so frequent with radiation therapy. 

Benign minor lesions of the skin, such as kera- 
toses, moles, warts, corns, callosities, and small 
epitheliomata yield readily to electrodessication. 
In the treatment of large epitheliomata, electro- 
coagulation is necessary. In the treatment of large 
tumors of the tongue, secondary hemorrhage must 
be guarded against by preliminary ligation of the 
lingual artery in the neck. 

In carcinoma of the bladder two methods are 
available. If the growth is large, a suprapubic 
cystostomy may be performed, the growth first 
being coagulated away and the base then thor- 
oughly treated. In the cases of women, however, 
an open-air Kelly cystoscope of hard rubber gives 
ample exposure for efficient coagulation. In bladder 
tumors the best results have been obtained by 4 
combination of radium and electrocoagulation or 
electrodesiccation. 

Hemorrhoids are treated by coagulation without 
incision. In chronic endocervicitis, electrocoagula- 
tion obliterates the infected and diseased areas and 
allows the cervix to return to normal. In radium or 
roentgen-ray burns a thorough treatment by elec- 
trocoagulation or desiccation will eradicate the 
hyalinized avascular tissue and permit the develop- 
ment of healthy granulation tissue. 

LLEWELLYN R. Lewis, M.D. 
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